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Preface 


The Agency for Healthcare Research and Quality (AHRQ), through its Evidence-based 
Practice Centers (EPCs), sponsors the development of systematic reviews to assist public- and 
private-sector organizations in their efforts to improve the quality of health care in the United 
States. These reviews provide comprehensive, science-based information on common, costly 
medical conditions, and new health care technologies and strategies. 

Systematic reviews are the building blocks underlying evidence-based practice; they focus 
attention on the strength and limits of evidence from research studies about the effectiveness and 
safety of a clinical intervention. In the context of developing recommendations for practice, 
systematic reviews can help clarify whether assertions about the value of the intervention are 
based on strong evidence from clinical studies. For more information about AHRQ EPC 
systematic reviews, see www.eflectivehealthcare.ahrq. gow/reference/purpose.c fm. 

AHRQ expects that these systematic reviews will be helpful to health plans, providers, 
purchasers, government programs, and the health care system as a whole. Transparency and 
stakeholder mput are essential to the Effective Health Care Program. Please visit the Web site 
(www.eflectivehealthcare.ahrq.gov) to see draft research questions and reports or to join an 
email list to learn about new program products and opportunities for input. 

If you have comments on this systematic review, they may be sent by mail to the Task Order 
Officer named below at: Agency for Healthcare Research and Quality, 5600 Fishers Lane, 
Rockville, MD 20857, or by email to epc@ahrq.hhs.gov. 
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Structured Abstract 


Objective. To examine existing system-, clinic-, provider-, and individual-level interventions to 
improve culturally appropriate health care for people with disabilities; lesbian, gay, bisexual, and 
transgender (LGBT) populations; and racial/ethnic minority populations. 


Data sources. Ovid MEDLINE®, PsycINFO®, Ovid Embase®, and the Cochrane EPOC 
(Effective Practice and Organisation of Care) register; hand searches of references of relevant 
studies. 


Review methods. Two investigators screened abstracts and full-text articles of identified 
references for eligibility. Eligible studies mcluded randomized controlled trials (RCTs), 
prospective cohort studies, and other observational studies with comparators that evaluated 
cultural competence interventions aimed at reducing health disparities in the formal health care 
system. Two investigators abstracted data and assessed risk of bias. Given the sparse and patchy 
literature, which precluded pooling, a qualitative analysis is provided. 


Results. Over 37,000 nonduplicated English-language citations were reviewed; 56 unique 

studies were identified as of June 2015: 20 randomized controlled trials (RCTs) and 5 
observational studies for individuals with disabilities; 5 RCTs (6 manuscripts) and 6 
observational studies for LGBT populations; and 14 RCTs (15 manuscripts), 4 observational 
studies, and 2 systematic reviews for members of racial and ethnic minorities. Interventions fell 
into four broad categories: (1) provider trainings and education; (2) interventions providing 
alteration of an established protocol, or the delivery of an established protocol, to meet the needs 
of a target population; (3) interventions prompting patients to interact with the formal health care 
system or health care providers; and (4) interventions aimed at providing culturally competent 
care at the point of service. 


Educational programs and trainings to improve professional students’ and providers’ cultural 
competence behavior are the most prevalent type of cultural competence intervention. Two 
existing high-quality systematic reviews of provider educational interventions for racial/ethnic 
minority populations found low-strength evidence that cultural competence training had mixed 
effects for intermediate outcomes and no effect on treatment outcomes. Sixteen studies aimed at 
changing provider attitudes and beliefs through training or curriculums were identified for the 
disability population. Eleven of these studies focused on reducing professional stigma toward 
people with serious or chronic mental illness; five focused on changing professional attitudes and 
beliefs about people with physical or intellectual disability. Three educational interventions were 
identified for the LGBT population. Several short-term effects were evaluated; however, long- 
term effects of provider trainmg on provider cultural competence behavior in the clinical setting 
and subsequent patient health outcomes have not been evaluated for the disability and LGBT 
populations. Two included studies reported a potential harm from provider training: an increase 
in negative attitudes or stigma resulting from intervention. 


Interventions providing alterations of an established protocol were concentrated in the 
raciaVethnic minority populations. The 12 studies of culturally tailored health care interventions 


Vil 


for raciaVethnic mmority populations focused primarily on treatment of chronic physical or 
mental health conditions (e.g., diabetes, depression, substance abuse). Two psychological 
interventions were also tailored for members of the LGBT population. 


Another common type of intervention was to provide additional resources to encourage or 
empower patients to interact with the formal health care system and/or health care providers. The 
stated aims of these types of interventions were to increase receipt of screenings for which 
disparities are well documented (e.g., Pap tests for people with mobility impairments or 
colorectal cancer screening among Latino immigrants) or to help patients engage in medical 
decisionmaking. These studies met inclusion criteria if the intervention was conducted by a 
medical professional in a formal health care system. One potential limitation of these types of 
interventions is that they rely on strong identification with a common culture. The population 
groups highlighted in this review are large and diverse. Creating an intervention for “Afiican 
Americans” or “women who have sex with women” may be differentially effective for specific 
subpopulations. 


The most common culturally competent point-of-service interventions were documents, similar 
to a hand-held medical record, that patients carried to their appomtments to prompt providers to 
evaluate areas of known disparity for a specific population. These interventions may be coupled 
with provider notices or trainings. Virtual interventions were also considered culturally 
competent point-of-service interventions for some people with disabilities, as they create access 
in a unique way. These interventions are seen as conceptually parallel to infrastructure changes 
that improve access for people with physical disabilities. 


For the majority of included studies, the risk of bias was high. The most common 
methodological problems were lack of randomization to treatment, lack of attention control, little 
or no followup, and failure to report unintended consequences. Large segments of vulnerable or 
disadvantaged populations—such as children with disabilities; people who are gender 
nonconforming or transgender; or numerous racial or ethnic groups, including Native Americans 
or Alaskan Natives—remain essentially mvisible in the cultural competence literature. The issue 
is compounded for people who are members of more than one priority population. 


Conclusions. None of the included studies measured the effect of cultural competence 
interventions on health care disparities. Most of the training interventions measured changes in 
professional attitudes toward the population of interest but did not measure the downstream 
effect of changing provider beliefs on the care delivered to patients. Interventions that altered 
existing protocols, empowered patients to interact with the formal health care system, or 
prompted provider behavior at the point of care were more likely to measure patient-centered 
outcomes. The medium or high risk of bias of the included studies, the heterogeneity of 
populations, and the lack of measurement consensus prohibited pooling estimates or commenting 
about efficacy in a meaningful or responsible way. The term “cultural competence” is not well 
defined for the LGBT and disability populations, and is often conflated with patient-centered or 
individualized care. There are many gaps in the literature; many large subpopulations are not 
represented. 
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Chapter 1. Introduction 


Background 


The U.S. health care system needs to reduce health disparities and achieve better equity for 
patients. Culturally competent care is seen as foundational for reducing disparities. Culturally 
competent care respects diversity as well as the cultural factors that can affect health and health 
care, such as language, communication styles, beliefs, attitudes, and behaviors.’ The Office of 
Minority Health, Department of Health and Human Services, has established national standards 
for culturally and linguistically appropriate services (CLAS) in health and health care (National 
CLAS Standards). These provide a blueprint for implementing appropriate services to improve 
health care in the United States.” The standards cover governance, leadership, workforce, 
communication and language assistance, organizational engagement, continuous improvement, 
and accountability. 

A lack of conceptual clarity around cultural competence persists both in practice and among 
researchers. Cultural competence is defined, conceptualized, and operationalized in a variety of 
ways. This variance leads to disagreement around the training needed for providers to attain 
cultural competence.* The populations to which the term cultural competence applies are also ill- 
defined. Often, the term cultural competence is applied only to racial and ethnic minority 
populations. This narrow application omits other marginalized groups who may be ethnically and 
racially similar to a provider but nonetheless at risk for stigmatization or discrimination, or who 
have differences in health care needs that result in health disparities. This broader concept may 
be termed “diversity competence.” In keeping with this broader view, this systematic literature 
review considers three populations experiencing health disparities in the U.S. health system: 
individuals with disabilities; lesbian, gay, bisexual, and transgender (LGBT) populations; and 
racial and ethnic minority populations. These groups are not mutually exclusive; the cultural 
competence movement continues to evolve in response to an increasingly multicultural society. 

In addition to provider education and training, changing clinical environments can also be 
key to improving culturally competent care. Changes in provider knowledge, attitudes, and skills 
are necessary, but for those gains to translate into culturally competent behaviors the structures 
and culture of health care systems and organizations must also change. This review focuses on 
the effectiveness of mterventions at the provider and system level. Policy level interventions are 
important, but beyond the scope of this review. 

Interpretation and significance of outcomes differ by priority population. Access is important 
to all priority populations. However, individuals with disabilities may face multiple barriers, 
such as transportation to facilities and accessibility of exam rooms and their contents. Similarly, 
Inguistic competence means something different in relation to a person for whom English is not 
his/her first language compared with a person with an expressive communication limitation who 
uses an augmentative communication system ora person who may be gender nonconforming or 
transgender. 

The concept of cultural competence overlaps with several other concepts related to providing 
high-quality, appropriate care. Figure | illustrates afew of these overlapping concepts. 
Conducting a systematic review requires clarity about whether interventions fall inside or outside 
of the inclusion criteria. The criteria are built to provide a specified scope of cultural 
competence. For this review, we focus mainly on whether cultural competency interventions 
change the clinicians’ attitudes or behaviors (e.g., stereotypes, communication and clinical 
decisionmaking), the patient-provider relationship, and/or clinical systems to result in better 


outcomes for patients from the populations of interest. This review focuses on interventions that 
promote equity, thus the primary outcomes of interest are reductions in disparities between 
populations for a given health outcome measure. 


Figure 1. Health services research concepts that overlap with cultural competence 





Includable interventions that lie within the cultural competence circle in Figure 1 are defined as: 


Interventions that take place at the system level, engineering a system that prompts 
physicians to pay attention to areas of known disparity, such as interventions prompting 
equitable receipt of preventive care or chronic disease. 

Interventions that address physical barriers to access. 

Interventions that improve the ability of providers to provide health care services to 
patients from a population of interest. Targeted providers can include physicians, nursing 
staff, allied health professionals, paraprofessionals, and clinic staff who have regular 
contact with patients, or health system factors intended to engineer the system to support 
and sustain cultural competence. 

Interventions that help providers better understand cultural components of clinical 
encounters with different populations and their own inherent biases. 

Interventions that assist patients from a population of interest to competently navigate the 
patient-provider relationship and the larger health system 


As the overlapping circles in Figurel suggest, some interventions targeted at meeting 
underserved needs fall outside our scope, such as interventions to address access problems due to 
finance/insurance coverage issues (such as Medicare/Medicaid), individualized or patient- 
centered care that is not culturally tailored (such as implementing a medical home model ora 
computer-assisted cancer risk assessment for all patients), and general patient health literacy 
interventions that are not provided by a health care professional or do not track patient 
interactions with the formal health care system. Some public health outreach activities, such as 
community-based HIV education in underserved African American neighborhoods, or school- 


based empowerment programs for young people with disabilities, may also address an unmet 
need. However, given our focus on the patient-provider interaction and the system of care 
surrounding that interaction, such studies are not included in this review. Within the clinical 
context, interventions aimed at improving care for all patients (such as patient-centered care), are 
excluded unless the intervention is specifically tailored to one of this review’s populations of 
interest. 


Report Organization 


This report is organized in several chapters. The next sections of this introductory chapter 
present the Key Questions, analytic framework, and brief overview of study selection methods 
for the three populations of interest. Following this introductory chapter, we present the 
systematic reviews conducted for each of the populations. Each of these chapters are intended to 
stand alone for readers interested in specific priority populations. Chapter 2 presents the 
systematic review of literature for the disability populations, while Chapters 3 and 4 present the 
reviews for the LGBT communities and the racial and ethnic minorities, respectively. The report 
concludes with Chapter 5, a review of the models that have contributed to different 
conceptualizations of cultural competence, and an overarching discussion of cross-cutting 
themes identified in the reviews in Chapters 2-4. 


Key Questions and Analytic Framework 

The Key Questions (KQs); the populations, interventions, comparators, outcomes, timing, 
and settings (PICOTS); and analytic framework, developed with input from key informants, were 
posted for public comment from February 6, 2014, to February 26, 2014. 


KQ 1: What models have been used to conceptualize cultural competence and culturally 
appropriate care in health contexts, and how do those models compare? 
KQ 2: What is the effectiveness of interventions to improve culturally appropriate care for 
LGBT adolescents (ages 13-17), young adults (18-25), and adults? 
A. Provider intermediate outcomes 
e Provider training and motivation outcomes, such as post-test competencies, 
knowledge, changes in attitudes 
e Provider beliefs/cognitions about the priority population, such as reducing 
stereotyping and stigmatization 
e Improved specific knowledge of health needs unique to LGBT community 
e Provider behavior, such as clinical decisionmaking, communication 
B. Patient intermediate outcomes 
e Patient learning/knowledge, including linguistic competence regarding gender- 
diversity 
e Improved access to health services 
e Utilization of health services 
e Patient experience and satisfaction, such as improved perceptions of care 
e Patient health behaviors, such as tobacco use or health seeking behaviors 
e Use of preventive services 
C. Final health or patient-centered health outcomes, including but not limited to: 


e Improved mental health outcomes, such as depression, anxiety, suicidality, 
peer/familial/intimate relationships, substance use 
e Improved medical health outcomes, such as reduction in obesity, improved sexual 
health 
D. Adverse events; unintended negative consequences of intervention 
KQ 3: What is the effectiveness of interventions to improve culturally appropriate health care for 
children and adults with disabilities? 
E. Provider intermediate outcomes 
e Provider training and motivation outcomes, such as post-test competencies, 
knowledge, changes in attitudes, willingness to serve and perceived competence for 
people with disabilities 
e Provider behavior, such as clinical decisionmaking and communication 
e Provider beliefs/cognitions about the priority population, such as reducing 
stereotyping and stigmatization 
F. Patient intermediate outcomes 
e Improved access to health services 
e Utilization of health services 
e Patient experience and satisfaction, such as improved perceptions of care 
G. Final health or patient-centered health outcomes, including but not limited to: 
e Improved mental health outcomes, such as depression, substance use 
e Improved medical health outcomes, such as reduction in obesity, metabolic 
disorders, heart disease, breast cancer 
e Patient health behaviors, such as tobacco use or health seeking behaviors 
e Use of preventive services, and other access to care measures 
H. Adverse effects; unintended negative consequences of interventions 
KQ 4: What is the effectiveness of interventions to improve culturally appropriate health care for 
raciaVethnic minority children and adults? 
I. Provider intermediate outcomes 
e Provider training and motivation outcomes, such as post-test competencies, 
knowledge, changes in attitudes, willingness to serve and perceived competence for 
raciaVethnic minority children and adults 
e Provider behavior, such as clinical decisionmaking, communication 
e Provider beliefs/cognitions about the priority population, such as reducing 
stereotyping and stigmatization 
J. Patient intermediate outcomes 
e Patient beliefs/attitudes such as improved trust, perceived racism 
e Utilization of health services 
e Patient experience and satisfaction, such as improved perceptions of care 
e Patient health behaviors, such as tobacco use or health-seeking behaviors 
e Use of preventive services, and other access to care measures 
K. Final health or patient-centered health outcomes, including but not limited to: 
e Improved mental health outcomes, such as depression, substance use 
e Improved medical health outcomes, such as reduction in obesity, kidney disease, 
heart disease, breast cancer, sickle cell disease 
L. Adverse effects; unintended negative consequences of interventions 


KQ 5: What is the effectiveness of organizational or structural interventions for promoting 
culturally appropriate care for each of the priority populations across providers? 


Table 1 provides the PICOTS by the Key Questions, and Figure 2 shows the analytic 
framework. 


Table 1. Review PICOTS 


Population 


ntervention 


omparator 
groups 


Outcomes 


LGBT adolescents (ages 13-1 7), 
young adults (ages 18-25) and 
adults. 

Overall gender disparities 

experienced by women (in 

relationship to men) and 
biological sexual development 
and disorders of sexual 
developmentare excluded. 

e Cultural competence/culturally 
appropriate care provider 
education and training 

e Cultural competence/culturally 
appropriate care clinic-based 
interventions targeted to 
patients 

e Cultural competence/culturally 
appropriate care clinic-based 
interventions targeted to 
providers 

e Usual care 

e Head-to-head trials of different 
strategies 

Intermediate outcomes 

e Provider knowledge, attitudes, | e 
and competencies (skills) in 
providing culturally competent 
health care 
Provider behavior, such as 
clinical decisionmaking, 
communication 
Provider beliefs/cognitions 
aboutthe priority population, 
reducing stereotyping, 
stigmatization 
Provider improved specific 
knowledge of health needs 
unique to LGBT community 
Patient learning/knowledge 

e Utilization of health services 

e Patient experience/satisfaction 


hildren and adults with 
disabilities, with older adults, 
focus on aging with a disability, 
rather than aging into a disability. 


ame as KQ ame as KQ 


Intermediate outcomes 


Provider knowledge, attitudes, 
and competencies (skills) in 
providing culturally competent 
health care 

Provider behavior, such as 
clinical decisionmaking, 
communication 

Provider beliefs/cognitions 
aboutthe priority population, 
reducing stereotyping, 
stigmatization 

Improved access to health 
services 

Utilization of health services 
Patient experience/satisfaction 


Final health or patient-centered 


Racial/ethnic minority children and 
adults 


Intermediate outcomes 

e Provider knowledge, attitudes, 
and competencies (skills) in 
providing culturally competent 
health care 
Provider behavior, such as 
clinical decision-making, 
communication 
Provider beliefs/cognitions about 
the priority population, reducing 
stereotyping, stigmatization 
Patient beliefs/cognitions such as 
improved trust, perceived racism 
Improved access to health 
services 
Utilization of health services 
Patient experience/satisfaction 
Patient health behaviors 


Based on populations for KQs 
2-4 


e Cultural 
competence/culturally 
appropriate care interventions 
targeted at the organizational 
level, including physical/ 
environmental factors. 


Intermediate organizational 

adaptation outcomes 

e Process measures 

e Availability of culturally 
competenthealth care across 
population groups 

e Structural changes 





|PicOT)—{KQ20 
e Patient health behaviors 
e Use of preventive services 
and other access tocare 
measures 


Final health or patient-centered 

outcomes — reduced disparities 

in terms of: 

e Patient medical care outcomes 

e Patient mental health care 
outcomes (depression, anxiety, 
suicidality, substance use, 


peer/familial/intimate 
relationships) 


Adverse effects of intervention(s) 
e Unintended negative 
consequences ofintervention 


outcomes — reduced disparities in 

terms of: 

e Patient medical care outcomes 

e Patient mental health care 
outcomes (depression, 
substance use) 

e Patient health behaviors 

e Use of preventive services and 
other access to care measures 


Adverse effects of intervention(s) 
e Unintended negative 
consequences of intervention 


Timing Variable — depends on the ame as [isuscice | 2 
purpose ofthe intervention 


ie | a feel 


npatient, outpatient, and 
communitysettings in which 
patients from priority populations 
are interacting with health care 
providers. 

LGBT = 





e Useof preventive services and 
other access to care measures 


Final health or patient-centered 

outcomes — reduced disparities in 

terms of: 

e Patient medical care outcomes 

e Patient mental health care 
outcomes (depression, 
substance use) 


Adverse effects of intervention(s) 
e Unintended negative 
consequences ofintervention 


ame as eae ed ame as Pera 


lesbian, gay, bisexual, and transgender; KQ = Key Question; PICOT = population, intervention, comparator, outcome, timing, setting. 


Figure 2. Analytic framework for improving cultural competence to reduce disparities in priority 


populations 
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KQ= Key Question. 


For analytic frameworks, all actions are linked by solid single-headed arrows, pointing from the precursor situation to the result. 
Links between outcomes that occur through association or time are represented by a dotted line. Health outcomes (or other tar get 
outcomes for non-health interventions) are represented by a square-edged box, while intermediate or process outcomes are in 
boxes with rounded corners. Harms (unintended consequences) are represented in ovals. 


Methods Overview 


Because each of the populations of interest is categorically different from the others, unique 
search algorithms, inclusion/exclusion criteria, and decision rules for identifying the included 
literature set were established for each population. Figure 3 illustrates the hierarchy used to 
identify relevant studies. In the screening process, all the populations of interest were similar in 
that the study design needed to test an intervention that was part of the formal health care system 
(e.g., located at clinic, led by nurse, or treatment of a specific health condition that could be 
delivered within the formal health care system) and that it went beyond framing the study as 
addressing a health disparity by using an intervention explicitly tailored to be more culturally 
competent. For the disability and LGBT populations, studies that passed through screening to 
this level were included. Because the racial/ethnic mmority populations have a longer history of 


cultural competence interventions, we further required that the study explicitly tested the cultural 
competency component of the intervention. 


Figure 3. Study selection by strength of study design to test cultural competence within 
the health care system 


s. 
AY Studies Not Involving Formal Health Care System and/or Health Care Providers / 
* va 
Excluded * / 
From Neg et SN a s / 
Current \ v 
Review \ f 
‘ Studies Examining Weaker Forms of Cultural Tailoring ¥ 
\ (e.g. changing pictures in patient literature to reflect target Fa 
‘, population) re 






Studies Not Designed to Isolate & Test 
Effect of Cultural Competence 
Interventions 


(e.g. no attention control) 


Included in chapters 
2 and 3 only 






Included 
In 
Current 
Review 






Studies Designed to Included in chapters 
CwWtural Competeyice 2.3. and 4 
test 3 











CC = cultural competence. 


Studies that specifically addressed cultural competence varied in the degree to which 
interventions were tailored to mcorporate key components of cultural competence and the 
directness of the test of culturally competent health care. For raciaVethnic mimority populations, 
we excluded interventions in which cultural tailoring was limited to language translation, patient- 
provider concordance, or culturally-tailored media (e.g., brochures, videos). The intervention had 
to be designed to improve cultural competence of the health care system. Only translating or 
adding multicultural features to materials was not sufficient. 

We anticipated sufficient literature to apply full systematic review methods including 
possible meta-analysis. Anticipated methods were outlined in the protocol. However, given the 
paucity of literature identified using systematic review search methods, the heterogeneity of the 
study populations and interventions, small study samples, the lack of details for complex 
interventions and comparators, and the high risk of bias assessment for most of the included 
studies, we determined the strength of evidence for cultural competence interventions, in general, 
to be insufficient, and thus we were unable to draw meaningful conclusions from the literature. 
Therefore, results are summarized in evidence tables and qualitatively synthesized by common 
characteristics of interventions and outcome measures. Barriers to forming inferences from study 
results are also presented. Where we were able to use previously published systematic reviews 
that evaluated strength of evidence, we report that review’s strength of evidence finding. 


Chapter 2. Disability Populations 


Introduction 


Americans with disabilities represent a large and heterogeneous segment of the population. 
The prevalence of disability varies by age group and definition. Based on the U.S. Census 
Bureau’s 2013 American Community Survey (ACS), which describes disability in terms of 
functional limitations, 12.6 percent of the civilian U.S. noninstitutionalized population (which 
excludes people living in institutional settings such as nursing homes) has a disability (defined as 
difficulty in hearing or vision, cognitive function, ambulation, self-care, or independent living). 
The U.S. Department of Education (2012), which uses categorical disability labels, estimates that 
13 percent of children and youth ages 3 to 21 have a disability (defined as specific learning 
disabilities, speech or language impairments, intellectual disability, emotional disturbance, 
hearing impairments, orthopedic impairments, other health impairments, visual impairments, 
multiple disabilities, deaf-blindness, autism, traumatic brain injury, or developmental delay). 


Health Disparities 


The International Classification of Functioning, Disability, and Health (ICF) describes body 
functions and structures, activities and participation, environmental factors, and personal factors 
that interact to influence a person’s function and disability. Within the ICF framework, health 
disparities research examines how differences in health activities, health care participation, and 
health outcomes relate to differences in body function or structure, personal characteristics (such 
as age, sex, race, sexual orientation, health conditions, fitness, life experience, individual 
psychological assets, education, socioeconomic status), or features of the immediate (settings 
such as home, workplace and school) or societal (such as social structures, services, social 
networks, laws, rules, attitudes, and ideologies) environment in which a person lives. 

People with disabilities experience many health disparities. Some documented disparities 
include poorer self-rated health; higher rates of obesity, smoking, and mactivity; fewer cancer 
screenings (particularly mammography and Pap tests); fewer breast conserving surgeries when 
breast cancer is diagnosed; and higher rates of death from breast or lung cancer.” 

Health disparities research has developed through four generations: (1) documenting the 
disparities, (2) exploring possible reasons for the disparities, (3) providing evidence for 
solutions, and (4) moving towards structural, multi-level interventions.° This review focuses on 
studies that test interventions to reduce health disparities (third and fourth generation disparities 
research). However, disability health disparities research is largely first generation,’ focused on 
accurately documenting the health care disparities experienced by its diverse subpopulations. 
Documenting health care disparities is difficult for many reasons, including the presence of 
multiple disability subpopulations and ways of defining these subpopulations, and the lack of 
national surveillance data for specific subpopulations that results in many small, convenience 
sample studies.® 


Cultural Competence 

Cultural competence has been widely promoted as one approach to reduce health disparities. 
Since cultural competence remains variously defined and operationalized, it has become a 
blanket term to describe a broad range of system- or provider-level interventions. Initially, 
cultural competence focused mostly on racial and ethnic differences. More recently, it has been 
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expanded to other marginalized population groups who are at risk for stigmatization for reasons 
other than race and ethnicity and/or who have differences in health care needs that result in 
health disparities. People with disabilities comprise some of these other populations. Culture 
competence implies the existence ofa shared culture. Gill described the values of disability 
culture to include: viewing interdependence and helping as typical; accepting diversity in all its 
forms; being able to laugh at ones situation; planning for multiple potential outcomes and 
maintaining the ability to adapt; and being able to read people well under various conditions.” 
Eddey and Robey described professional competencies related to the culture of disability, 
including: communicating with patients who have verbal deficits; understanding the values of 
people with disabilities and of disability culture including interdependence; and encouraging 
self-advocacy for patients and families.'? The authors acknowledge that, similar to other 
populations that experience health disparities, the degree to which a person identifies with 
disability culture varies and depends on a number of factors, including: the stage of life in which 
a disability is acquired; the visibility and/or severity of the disability; and the amount of 
organizational support for disability culture in the area where one lives.'' The interventions 
described in this review attempt to reduce disparities for persons with disabilities by affecting 
change in providers or health care systems. This review tries not to take a position on the concept 
of disability culture. 


Scope and Key Questions 


Scope of the Review 

This review examines the evidence for the effectiveness of system- or provider-level cultural 
competence interventions designed to address known or suspected health disparities among 
individuals with disabilities. We do not address policy-level evaluations. Because the language 
of cultural competence has not been widely applied to disabilities, and interventions have not 
necessarily been framed as targeting cultural competence, clarity about which interventions fall 
within the scope of cultural competence is important but challenging. We focus mainly on 
interventions that aim to change clinicians’ behaviors (such as communication and clinical 
decisionmaking), the patient-provider relationship, and/or clinical systems to result in better 
outcomes for patients with disabilities. Within the clinical context, interventions aimed at 
improving care for all patients (such as patient-centered care, patient-centered medical homes, 
health literacy), are excluded. 


Key Question 


KQ: What is the effectiveness of interventions to improve culturally appropriate health care 
for children and adults with disabilities? 


PICOTS 


Table 2 provides the populations, interventions, comparators, outcomes, timing, and settings 
(PICOTS) of interest. The analytic framework can be found in Chapter 1 and Appendix A. 
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Table 2. Review PICOTS—disability populations 


Population hildren and adults described as having disabllities, with older adults’ focus on aging 
with a disability, rather than aging into a disability 


Intervention Cultural competence/culturally appropriate care provider education and training 
Cultural competence/culturally appropriate care clinic-based interventions targeted to 
patients 
Cultural competence/culturally appropriate care clinic-based interventions targeted to 
providers 
omparator groups Usual care 
SPEEDS | Hescosneadtals oiorentstategies 


Outcomes Intermediate outcomes 
e Provider training and motivation outcomes (competencies, knowledge, changes in 
attitudes) 
Provider behavior, such as clinical decisionmaking, communication 
Provider beliefs/cognitions aboutthe priority population, reduction in stereotyping 
and stigmatization 
Improved access to health services 
Utilization of health services 
Patient experience/satisfaction 
Patient health behaviors 
e Useof preventive services and other access to care measures 
Final health or patient-centered outcomes—reduced disparities in terms of: 
e Patient medical care outcomes 
e Patient mental health care outcomes (depression, substance use) 
Adverse effects of intervention(s) 
e Unintended negative consequences ofintervention 


vel alee ends of Me pUIpos e ote ee a | Variable—dependsonthepurposeoftheinterventon = SY 


etting . Inpatient, outpatient, and communitysettings In which patients from priority 
seaicre are interacting with health care providers 


PICOTS = population, intervention, comparator, outcomes, timing, and setting. 


Methods 


This review followed the methods suggested in the AHRQ Methods Guide for Effectiveness 
and Comparative Effectiveness Reviews (available at 
www.effectivehealthcare.ahrq. gov/methodsguide.cfm); certain methods map to the PRISMA 
checklist.'* We recruited a technical expert panel to provide high-level content and 
methodological expertise feedback on the review protocol. The protocol was posted on July 8, 
2014 at www.effectivehealthcare.ahrq.gov. This section summarizes the methods used. 





Literature Search Strategy 


We searched Ovid MEDLINE®, PsychInfo, and Cochrane EPOC from 1990 to June 2015. 
Because the concept of cultural competence interventions in the disability community is not well 
defined, the initial search cast a wide net into the disability literature. Searches were performed 
iteratively to identify concept boundaries and tighten the working definitions and eligibility 
criteria to balance search sensitivity and specificity with feasible numbers of references to 
screen. The initial search strategy included cultural competence specific intervention terms, 
adapted from the race/ethnicity literature, and more general terms targeting health accessibility 
and health promotion. These more general terms were included because the exemplar articles 
identified by members of the technical expert panel were focused on improving physical access 
to care for individuals with disabilities and reminding providers to see the “whole person” with 
regard to providing preventive care and care for comorbid conditions. The health promotion, 
primary prevention, and health service accessibility terms had the greatest yield and were, 
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therefore, the focus of the revised search. Other terms included in the revised search highlighted 
attitudes of health personnel, health care disparities, and the presence of stigma. The final search 
algorithms are provided in Appendix B. We also manually searched reference lists from 
systematic reviews and used back and forward searching of key articles recommended by 
experts. 


Study Selection 


We reviewed bibliographic database search results for randomized controlled trials (RCTs) 
systematic reviews, nonrandomized controlled trials, before and after observational studies with 
comparators, and interrupted time series studies published in English language relevant to our 
PICOTS framework. All studies identified by title and abstract as potentially relevant by either 
of two independent investigators underwent full-text screening. Two investigators independently 
performed fulltext screening to determine if inclusion criteria were met. (Excluded articles at 
full text provided in Appendix C with reasons for exclusion.) 

The full team vetted initial search results and adopted inclusion decision rules to clarify 
search results to address the review scope. This led to several refinements to the inclusion 
criteria. Patients with nonsevere mental health conditions, such as mild to moderate depression, 
did not meet our disability criteria; therefore, interventions integrating mental health services 
into primary care did not meet inclusion criteria. However, iterventions targeting the attitudes 
of physicians toward people with mental illness, to the extent the condition qualifies as a 
disability, were eligible and included. 

We had difficulty drawing tight boundaries around the interventions because the disability 
literature is often not identified by the terms “cultural competence” or “culturally appropriate.” 
Under our normative definition of cultural competence for this population, remote (e.g., web- or 
phone-based) medicine as an intervention was deemed culturally competent to the extent that it 
increases access for people whose disabilities make travel difficult. Although these interventions 
are not “clinic-based,” virtual interventions mvolving the formal health system (essentially 
replacing the need to travel to the doctor’s office) create access in a unique way for the target 
population. These interventions are seen as conceptually parallel to infrastructure changes that 
improve access for people with physical disabilities. 

Interventions aimed at improving physician or patient knowledge of existing treatment 
guidelines for conditions experienced by people with a disability are not included unless they 
also targeted physician perceptions and/or patient access to care. School-based interventions 
targeting the attitudes of teachers, classmates, and other professionals were excluded as outside 
the scope of this review, as were studies aimed at changing the attitudes of providers of long- 
term disability supports and services in community settings. Only studies that examined 
interactions with formal health care providers were included. As a result, several trials aimed at 
improving wellness and secondary disease prevention among people with disabilities in home 
and community settings, including some virtual interventions, were excluded. 

Due to the limited available literature, we also expanded the criteria to include studies from 
other developed countries that tested interventions that could possibly transfer to U.S. health 
care. 

In order to focus on the literature most likely to be informative, we also found it necessary to 
create decision rules for study comparators. Studies that used comparators that did not allow for 
direct testing of the cultural competence intervention/intervention component were excluded. 

Differences of opinion regarding eligibility were resolved through consensus adjudication. 
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Risk of Bias, Data Extraction, Synthesis, and Presentation 


We evaluated the risk of bias in mcluded studies according to study design using criteria 
from the Cochrane risk-of-bias tool in interventional studies (Appendix D). Given the 
heterogeneity of the study populations and interventions and the high risk of bias assessment for 
most of the included studies, we were unable to draw meaningful conclusions from the 
literature. Because the literature did not provide adequate studies for quantitative analysis, 
results are summarized into evidence tables and qualitatively synthesized by common 
characteristics of interventions and outcome measures. Barriers to forming inferences from 
study results are also presented. One investigator abstracted the relevant data from eligible trials 
directly into evidence tables. A second investigator reviewed evidence tables and verified them 
for accuracy. 


Results 


Literature Search Results 


We identified 17,684 unique English language citations (Figure 4) from 1990 to June 2015. 
After excluding articles based on title and abstract, full texts of 80 articles were reviewed to 
determine final inclusion. 


Figure 4. Literature flow diagram—disability populations 


Excluded duplicates and non-English = 3,735 


Excluded at full text review 
No formal system /health promotion 
Virtual care, access notfocused on disability 


Initial references = 21,419 
Unique references = 17,684 


Full text review = 80 


Excluded at title and abstract screen = 17,604 


=P 


Weaker methods than included studies 
Documents attitudes or disparities only 
Care coordination interventions 
Provider education only 





Included = 25 
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Examples of studies excluded at full text for methodological reasons included: studies 
with a pre-post design or analysis,'*'° studies with a weaker comparator population than 
included studies,'°!” or studies where the intervention or outcomes were difficult abstract 
or interpret.'*7° 

Twenty of the 25 included studies were RCTs; five were controlled trials.7!-?> Included 
studies fall into three main categories: interventions, predominantly trainings and curricula, 
aimed at changing professionals’ attitudes towards individuals with disabilities (n=16); 
interventions aimed at increasing quality at the point of care by prompting patient and physician 
interaction (n=5); and interventions aimed at reducing barriers to accessing care (n=4). Table 3 
describes the included studies by intervention type, disability population, and provider 
population. Studies were generally high risk of bias (Appendix D). Since the risk of bias and 
heterogeneity of the studies precluded any strength of evidence other than insufficient, we 
describe the studies by emergent patterns. 
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Table 3. Cultural competence intervention type by disability and provider populations 
Type of Cultural Number of | People Witha People With |People Withan |People With Children People With Multiple | People With 
Competence Mental Illness or | a Physical Intellectual or Lower Back With ADHD | Sclerosis Arthritis 
Interventions Substance Use Disability Learning Pain 

Disorder Disability 


Trainings and Student nurses Nursing Medical Students Physical 
42a 


curricula aimed at Clement, 2012” Students Symons, 201 Therapy 
changing Medical Students | Goddard, Primary Care Students 
professional attitudes Bannatyne, 2015” |1998” NursesMelville, |Domenech, 
towards individuals Cutler, 2012” Medical 2006" 2011% 
with disabilities Friedrich,2013° — | Students 
Kassam,2011" —_| Kirby, 2011 
Papish, 2013” Symons, 
Pharmacy Students | 2014” 
Nguyen, 201 oe 
O'Reilly, 2011°" 
Patten, 2012” 
Mental Health 
Nurses 
Munro, 2007% 
Mental Health 
Providers 
Michaels, 2014™ 
Interventions Primary Care | Primary Care Primary 
prompting interaction Screening Physicians Care 
between patients and Peterson, Lennox, 2007” Physicians 
physicians or patients 201277 Turk, 2010” Wolraich, 
and the health care Dentists Meurs, 2005" 
system 
Virtual interventions 
that reduce barriers Psychologists therapists Finlayson, | Prepared 
to accessing care Knaevelsrud, 2011 Counselor 
2010” Masters Level Shigaki, 
Therapists 2013” 
Patten, 2012” 





ADHD =attention-deficit hyperactivity disorder; NF = not found. 


The Symons et al.”* curriculum addresses phy sician attitudes toward various disability types including: sensory, physical, and intellectual disabilities. Therefore, this article 
ap pears in two population categories. 
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Among the 16 studies aimed at changing professionals’ attitudes through training or 
curricula, the majority focused on changing the attitudes and beliefs of medical 
(n=7),71-29-77-79-935 nursing (n=2),?*° pharmacy (n=3),”°?'*? or physical therapy (n=1)°° 
students. Three studies targeted practicing professionals: one studied primary care practice 
nurses;7* and two studied mental health professionals.°* 34 Bleven of the 16 studies focused on 
physician attitudes toward people with a mental illness,!:*>-?’79-34*° three focused on attitudes 
toward people with a physical disability,?”>*° two studies focused on attitudes toward people 
with an intellectual disability,°*?* and one study focused on attitudes towards people with lower 
back pain.*° One study focused on a dually diagnosed population that had mental health and 
substance use concerns.* 

Five included studies attempt to reduce disparities at the pomt of care. Four of the five 
studies provide additional information about the patient and prompt physicians to pay attention 
to areas of known disparities during the routine clinical exam. One study teaches and empowers 
women with mobility impairments to get Pap tests and mammograms. All five studies promoting 
interaction between patients and physicians (or patients and the health care system) were 
conducted in the primary care setting; three focused on people with intellectual or learning 
disabilities, one focused on children with attention-deficit hyperactivity disorder, and one 
focused on women with mobility impairments. 

The studies aimed at reducing barriers to accessing care were delivered by psychologists, 
occupational therapists, and masters prepared counselors. One of the four studies targeted people 
with mental illness, one focused on people with arthritis, and two focused on people with 
multiple sclerosis. 


Interventions Aimed at Changing Health Professionals’ Attitudes 


The framing of these articles generally spoke to reducing stigma,”°*"??7!"* changing 
stereotypic views,”!?? filling gaps in training and understanding,”*?* and familiarizing physicians 
with supportive equipment.°> Table 4 summarizes the 16 studies of trainings or curricula aimed 
at changing health professionals’ attitudes toward persons with disabilities. 


Table 4. Summary of interventions targeting provider attitudes by disability type 
Setting fed Population Comparators Findings 
Bannatyne, 2015 | To compare the effect |41 fourth-year The two active Participants in both the 
of biogenic education |medicine students |interventions were one- | biogenic and multifactorial 
Randomizedtrial | versus traditional multi- time, 3 hour courses that] arms had significantlyless 
factual education were identical in all overall stigma, blame and 
Queensland versus no education respects, except responsibilityassociated 
Australia on volitional stigma information regarding | with the patientwith 
towards patients with the etiology of anorexia | anorexia, and were 
anorexia nervosa. nervosa: the biogenetic | significantlyless likely to 
arm emphasized consider anorexia a vain 
potential genetic or selfish illness, 
underpinnings ofthe compared with the no 
disease: the intervention control. There 
multifactorial arm were fewer significant 
emphasized interaction | findings between active 
between psychological |intervention types. 
and social etiologies. 
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Siudy, Design, 
Seiting 
Clement, 2012 
Randomized trial 


University, UK 


Cutler, 2012" 


Controlled study 


University, U.S. 


randomized trial 


University, Spain 


Randomized trial 


Four medical 
schools, UK 


Pre-Post, historical 
control 


University, Texas 


Kassam, 2011 
Clustered trial 


University, UK 


To compare the effect 
ofa DVD oralive 
intervention followed 
by discussion, anda 
lecture control in 
reducing stigma about 
mental illness 


To determine the effect 
of a one-time exposure 
to an art exhibit 
featuring art created by 
people with chronic 
mental illness on 
medical student 
attitudes. 


of two brief educational 
modules 
(biopsychosocial or 
biomedical) on the 
attitudes of students 
and changes in the 
recommendations 
given to their patients 
o determine the effect 
of a voluntary training 
to reduce mental 
health stigmaon 
medical students’ 
mental health-related 
knowledge, attitudes, 
and intended behavior 
o determine the effect 
of Sensitivity Lab on 
students’ attitudes 
toward persons with 
disabilities immediately 
after the lab and at6 
weeks and6 months 


To compare the effect 
of 3 interventions on 
students’ mental illness 
related knowledge, 
attitudes and behavior 
toward people with 
mental illness 


216 student general | Video vs. live 


nurses 


174 pre-clinical 


medical students 


enrolledina 


psychiatric medicine 


course 


0 second-year 
physical therapy 


students 


-year 
udents at 


baseline, 625 


immediately after 
intervention, 137 at 
6 month followup 


nursing 


students enrolled in 
course ona chronic 


illness 


188 third-year 


medical students at 
baseline, 110 with 


pre- and post- 


scores 
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interventions with similar 
content: personal 
narratives and 
experiences from mental 
health consumers and 
providers vs. lecture on 
stigma 

64 students toured the 
art studio that was 
housed in state 
psychiatric facility, 44 of 
the 64 interacted with an 
artist (a person witha 
chronic mental health 
condition). The control 
group consisted of 110 
students who had not 
visited the exhibit 


biopsychosocial model 
of lower back pain 
managementvs. 
lectures onthe 
biomechanics ofthe 
spine 


ecture, stories from 
patients and providers 
about mental health 
problems and stigma 
and role plays in small 
groups vs. no 
intervention 


disabilities, (2) panel 
presentations by 
persons with disabilities 
and their caregivers, (3) 
small groups discussion 
vs. same course with no 
sensitivitylab 
Presentation (1 hour) on 
mental illness related 
stigma including person 
testimonies from a 
patientand caregiver and 
discussion vs. 
presentation plus role- 
plays (20 minutes) vs. no 
intervention 


Sample Size Intervention Reported General 
Population Comparators Findings 


Both intervention formats 
decreased stigmatizing 
attitudes and increased 
intended social proximity 
compared with control. 


Overall students who 
visited the museum had 
more positive feelings 
toward people with 
chronic mental illness and 
identified more positive 
personalitytraits in the 
population. However, 
among those who spoke 
directly to a personwitha 
chronic mental health 
condition, there was an 
increase in perceived 
hopelessness of people 
with chronic mental 
illness. 

ntervention participants 
had more positive 
attitudes and less fearin 
recommending general 
physical activity for people 
with lower back pain. 


ntervention group had 
improvements in mental 
health stigma-related 
knowledge, attitudes, 
intended behavior at 
immediate followup but 
not at 6 months. 


Nursing students had 
relatively positive scores 
on the Attitudes Toward 
Disabled Persons scale, 
with no significant 
differences among 
groups. 


Knowledge increased in 
both of the intervention 
arms compared with the 
control, but with no 
differences in physician 
attitudes or behaviors. 





Siudy, Design, 
Seiting 

Kirby, 2011 
Randomized trial 


University, Canada 


Melville, 2006~ 
Controlled trial 


Glasglow, 
Scotland 


Michaels, 2014™ 


2 Randomized 
controlled trials 


Maryland, U.S. 


Munro, 2007 
Randomized trial 
Mental health, 


communityor 
hospital-based 


Controlled study 


Australia 


Sample Size Intervention Reported General 
Population Comparators Findings 


26 first- and 
second-year 
medical students 


To assess the effect of 
workshop tailored for 
undergraduate medical 
students in improving 
wheelchair-related 
knowledge, skills, and 
attitudes 


123 nurses in 
primarycare 


To assess the effect of 
training for nurses 
designed to reduce 
access barriers for 
people with intellectual 
dis abilities on nurses’ 
knowledge and self- 
efficacy 


To assess the effect of 
a workshop designed 
to reduce stigma 
surrounding mental 
illness for people with 
mental illness and 
providers of services to 
people with mental 
illness. 


127 people with 
mental illness and 
131 mental health 
service providers 
were randomized. 


49 mental health 
nurses 


To assess the impact 
of training on the 
therapeutic attitudes 
and knowledge of 
nurses who work with 
people with co-existing 
substance use and 
mental health 
problems 

To compare the effect 
of direct versus indirect 
contact with mental 
health consumers on 
stigma 


2443” and 4” year 
pharmacystudents 
had complete, 
paired data for 
analysis 
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Wheelchair Education 
Workshop (4 hours: 45 
minutes lecture, 2 hours 
wheelchair skill 
practicing, 1 hour 
community experience, 
a 15 minute debrief) vs. 
no intervention 
Training pack (45 
pages) plus face-to-face 
training (8 hours, on 
knowledge and self- 
efficacy in care for 
people with intellectual 
disability) vs. training 
pack only vs. no 
intervention 

The 3 hour Anti-Stigma 
Project workshop (ASP) 
includes: a facilitated 
small-group discussion 
in which participants 
share theirown 
experience of stigma, a 
video on the impactof 
public stigma on mental 
health services, anda 
group discussion of 
ways to combatpublic 
stigmaonbotha 
personal and systemic 
level. The control arms 
watched 3-hour videos 
on unrelated topics. 

4 days of training 
including small 
interactive groups and 
lectures vs. no 
intervention 


The direct contact arm 
attended a 2 hour 
workshop led by 3-4 
mental health consumer 
educators and 2 
pharmacists where 
consumers shared their 
personal experiences of 
mental illness with 
students. The indirect 
arm was 90 minutes and 
featured videos of 
consumers being 
interviewed as well as 
videos of clinical 
scenarios. 


Intervention group had 
higher scores on the 
written wheelchair 
knowledge testand 
practical wheelchair skills 
examination, with no 
difference in attitudes 
between the groups. 

The combination group 
had increased knowledge 
and self-efficacy 
compared with the no 
intervention, with no 
difference between the 
training pack only group 
and the other two arms. 


For providers, the 
workshop significantly 
improved awareness of 
stigma, reduced levels of 
prejudice towards people 
with psychiatric 
disabilities, and increased 
acceptability of a wide 
variety of personal goals 
of persons with 
disabilities. The 
intervention did not 
significantlyim prove 
providers’ opinions 
regarding the potential for 
recovery from mental 
illness. 

Intervention group had 
improved attitudes 
immediately following the 
intervention and sustained 
at 6 months. Knowledge 
improved over time for 
both groups with no 
difference them. 


There was no difference in 
social distance bydelivery 
method. While both 
delivery methods 
significantly decreased 
stigmatizing beliefs, the 
direct contact arm showed 
additional gains on 
several items, compared 
to the indirectarm. 





Siudy, Design, 
Seiting 

O'Reilly, 2011 
Randomized trial 


University of 
Sydney, Australia 


apis 


Cluster- 
Randomized trial 


University of 
Calgary, Canada 
Patten, 2012 
Randomized trial 


University of 
Calgary, Canada 


Symons, 2014 


Controlled study 


Two public 
medical schools, 
NY 


Sample Size Intervention Reported General 
Population Comparators Findings 


272 (60 
intervention, 212 
control) third-year 
undergraduate 
pharmacystudents 


To assess the impact 
of delivering MHFA 
training for pharmacy 
students on their 
mental health literacy 
and stigma towards 
mental illness 

o examine the impact 
of a one-time contact- 
based educational 
intervention on stigma 
of mental illness 
among medical 
students enrolledina 
multimodal psychiatry 
course 
To examine the impact 
of a contact-based 
intervention on stigma 
toward persons with 
schizophrenia or bipola 
disorder. 


second-year 
medical students 


74 third and fourth 
year pharmacy 
students from three 
Universities had 
data for all three 
time points (56.5%) 
of randomized 
population. 


244 medical 
students 


To examine the effect 
of a longitudinal 
curriculum designed to 
improve medical 
students’ knowledge, 
attitudes, and skills 
pertaining to care of 
persons with disabilitieg 


MHFA = Mental Health First Aid. 


MHFA course (12 hours) 
plus standard curriculum 


Intervention group 
improved in social 


(9 hours plus community] distance, abilityto 


pharmacyplacement) 
vs. standard curriculum 


intervention (2 x 1-hour 
patientstories of mental 
illness) atthe beginning 
vs. end of 4-week 
mandatory psychiatry 
course 


One-time, contact-based 
intervention varied in 
length by participating 
university (60-120 
minute discussion 
featuring 2-3 consumer 
speakers) compared 
with a waitlistcontrol. 


First 3 years of 4-year 
curriculum addressing 
care for people with 
disabilities integrated 
into existing curricula 
(lectures from 
communityagencies, 
interactions with 
individuals with 
disabilities, 
presentations of clinical 
encounters, anda 
precepted clinical 
experience treating a 
person with a disablity) 
vs. standard curriculum 


correctly identify a mental 
illness, and confidence in 
providing services in 
mental illness. 

tigma toward menta 
illness improved for both 
groups after the course, 
with no difference 
between groups in the 
primaryanalysis. Stigma 
remained greater for 
mental illness than type 2 
diabetes mellitus. 
Intervention group had 
significantly more positive 
attitudes and less stigma 
towards people with 
mental illness compared 
with waitlistcontrols 
overall, and at two of the 
three participating 
Universities. 
Intervention group 
improved in comfort with 
people with disabilities, 
but worsened in negative 
perceptions that people 
with disabilities are 
resentful and expect 
special treatment. 





Table 5 summarizes the common characteristics and modalities of included interventions 
aimed at changing provider attitudes toward persons with disability. The majority of 
interventions included direct contact with a person with a disability. Of the 16 included articles 


in this category, 11 interventions included direct contact with people with disabilities, 
three included role playing with people with disabilities or actors playing the part of a 


and two included a person with a disability as a trainer. 
21,22,24-26,29,31-35,45 


32,34,45 


person with a disability, 
Twelve studies used one-time trainings or experiences of varying intensity, 


developed university curricula,**"° and two tested different approaches to teaching subject matter 


21,23,29 


21-23,25,26,29- 


24,25 


two 


(biomedical versus psychosocial models of lower back pain; and biogenetic versus multifactorial 
etiological framings of anorexia nervosa).”’°° One older study used a simulation in which 


providers “assumed various disabilities” 
medical students learning to use wheelchairs.*° 
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for acertain amount of time?” 
These last two simulation studies may be 


and one focused on 


considered controversial or outdated methods of competency training by members of the 
disability community. Simulation exercises do not accurately portray the experience of having a 
disability and may have the effect of reinforcing negative stereotypes toward members of the 
population, and make disability an individual instead of societal problem.*® 


Table 5. Aggregate of interventions targeting provider attitudes by disability type 


rere ae) Target of Intervention Intervention Characteristics | Modalities 


Disability Population 


Mental Health Providers 
[asl Direct Contact 
Theoretical Approach 


Training Sessions / 
One-time Experience 
University Curricula / 


m) 
2 
c 
® 
3 
3 
= 
n 
> 
2) 
© 
£ 
- 
© 
= 
a 


Medical Students 
Nursing Students 
Physical Therapy 


Students 


[People withlowerbackpain™ si. —s 


“The Symons et al.“ curriculum addresses physician attitudes toward various disability types including: sensory, phy sical, and 
intellectual disabilities. Therefore, this article appears in two population categories. 





The form of the comparators varied. For the five studies that used no-intervention or wait-list 
control, the duration of the five interventions ranged from 4 hours to 4 years.??????3° Four 
studies that used the equivalent ofa “usual care” control group generally embedded education or 
training components within curriculum that was otherwise relevant compared with the 
curriculum without the added component.*°*?"°*° For example, one study compared a 12-hour 
Mental Health First Aid (MHFA) training program plus the standard mental health curriculum to 
the standard mental health curriculum alone for pharmacy students.*! Another study provided a 
60-90 minute, contact-based experience as part of a mental health pharmacy course; students 
who had the experience later in the semester served as the comparator popuation.** Two studies 
compared the effect of differing educational approaches, or disability framings, on student 
attitudes and beliefs.2’°° Michaels et al. used a video attention control on an unrelated topic.** In 
addition to testing whether training is more effective than no training or usual care, four studies 
considered the comparative effectiveness of delivery modality*>° and intensity.7!** For 
example, one study had three arms: watchng a DVD of individuals with mental health 
disabilities and their caregivers describe their experiences of mental health stigma followed by a 
researcher-facilitated discussion; the same testimonies delivered live, followed by a research- 
facilitated discussion delivered live; ora lecture on stigma provided by a mental health nurse 
researcher (no direct or indirect contact with consumers or care providers).”° All three arms were 
roughly 75 minutes long.° 

Table 6 organizes the studies by outcomes studied. No studies examined clinical outcomes 
with a controlled design, although one of the included studies assessed nurses’ self-reported 
changes in clinical behavior following the intervention to improve the accessibility of care for 
people with intellectual disabilities.’* 
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Table 6. Reported key study outcomes for trials aimed at changing provider attitudes 


Reducing Stigma or Knowledge Self-Efficacy or Intended Social 
Changing Attitudes Treatment Proximity or 
Confidence Behavior 
Bannatyne, t (Biogenic or NM NM 
201577 multifactorial vs. 
control — ees for 


Clement, t (DVD = live vs. « (DVD or live vs. t (DVD or live vs. 
2012 control) ai control) 


NIM NM 

effect on beliefs about 

recovery from mental 

illness) 
Friedrich, (Initial or lostat | < (Initial i lost © (Initial ‘ahs lostat | < (Initial lostat 

oddard, NM 
a —— 

Kassam, oe dpa peed 


Melville, t (Live vs. Se t ed vs. control) 
2006“ < (Packet vs. « (Packet vs. control) 
control) 

Michaels, ee oe eel NM 
aaa | 

Munro, cae ore 
Ean ee a ee a oleae 

tT ee contact more « (No difference 


effective than indirect between directcontact 
on several items) & indirectcontact arms 


— both improved social 
a. 

O'Reilly, NM 

Papis Tt (Course vs. contro 


2013% < (One-time vs. 
oe 





} Significant positive findings; ~ No significant findings; t Positive and negative statistically significant findings; NM = not 
measured. 


Common outcomes included measures of stigma or attitudes,?7'°7"2?-7!34 
knowledge,”!?479:3!-93 self-efficacy or treatment confidence,”*??! and intended social proximity 
or behavior (e.g., comfort working with someone with a mental health problem).*°?°?"*' Scales 
used to measure stigma or attitudes included: the Attitudes toward Persons with Disabilities 
Scale,’?*° Community Attitudes toward the Mentally Ill (CAMI) scale,*? Opening Minds Scale 
for Health Care Providers (OMS-HC),?°>? Mental IIIness: Clinicians Attitudes Scale (MICA) 
scale,”!-7° Self-Determination Scale (SDS),** Recovery Scale (RS),*4 Causal Attributions Scale,”’ 
Attribution Questionnaire (AQ-9),”°** Opinions Scale,*’ Eating Disorder Stigma Scale,”’ and the 
Emotional Reactions to Mental Illness Scale (ERMIS).”° Cutler et al. developed a 24-item 
instrument to rate the attitudes and feelings of medical students toward people with chronic 
mental illness.*° Michaels et al. developed the Awareness Questionnaire (AwQ) to measure 
recognition of stigma in the mental health system and its impact on people with mental illness, 
and a stigma measure disguised as a knowledge test to circumvent social desirability.** Intended 
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social proximity was measured by Reported and Intended Behaviour Scale (RIBS)”°*? and the 
Social Distance Scale.” Knowledge was measured using the Mental Health Knowledge Schedule 
(MAKS).”? The Jefferson Scale of Physician Empathy was used by one study.”? Munro developed 
a knowledge questionnaire called the Comorbidity Problems Perceptions Questionnaire 
(CMPPQ).°* 

Reported results were mixed. Twelve of the 16 studies measured physician stigma, attitudes, 
or beliefs.”!-797°-?7793032 4-49 Th six of the 12 studies, the intervention significantly improved 
attitudes/reduced_ stigma;”??’°*** four of the 12 studies found no significant effect of the 
intervention on attitudes/stigma;” ',22.29 two of the 12 studies found both positive and negative 
effects of the intervention on attitudes toward people with a disabiltiy;’**° one study found arms 
to be differentially effective on provider attidues and stigma.*” Knowledge was measured in six of 
the 16 studies.”!*4°°?3!? Interventions improved provider knowledge in three studies;*!:?*7! no 
significant effects on knowledge were found in three studies.*°??** Treatment confidence was 
measured in three of the 12 studies.7*°?*' Significant increases in confidence were found in two 
studies;**! no significant effects on treatment confidence was found in one study.’ Provider 
intended social proximity was measured in four studies;>*°??*! half of the interventions showed 
significnat improvements on these outcomes.*°*! The medium to high risk of bias and different 
PICOT combinations in the included studies does not allow for further analysis and synthesis of 
these reported effects. 

Two trials reported outcomes that did not fit into Table 6. One study found students with the 
biopsychosocial lower back pain education had more positive attitudes and less fear in 
recommending general physical activity for people with lower back pain leading to more 
guideline consistent recommendations for work and activity.°° In the other study, knowledge and 
skills measured were specific to wheelchairs.*° Students in the intervention had statistically 
higher scores on the written wheelchair knowledge test and practical wheelchair skills 
examination compared with controls.*° No difference in attitudes was observed between the 
intervention and control groups.*> 


Interventions Prompting Interaction Between Patients and 
Physicians or the Health Care System 


Table 7 summarizes five trials that prompt interactions between patients with disabilities and 
their physicians and health systems. Four of the five trials tested the effect of providing 
information or prompting clinician behavior at the point of patient interaction on the care 
received during that interaction.***! One trial provided screening education tailored to women 
with mobility impairments and followed up the women to determine if care was received.>’ 
These interventions aimed to reduce disparities in provision of health or preventative care. 


23 


Table 7. Interventions targeting patient/provider interactions for disability 


Sample Size Intervention Reported General 
Population Comparators Findings 


Siudy, Design, 
Seiting 
Lennox, 2007” 


Clustered- 
randomized trial 
at the general 
practitioner level 


Primary care, 
Australia 


Meurs, 2010" 
Randomized trial 
Two dental care 
centers, 


Netherlands 


Peterson, 2012 


Randomized trial 


Oregon, U.S. 


Turk, 2010” 
Cluster- 
randomized trial 


at practice level 


UK 


To determine the 
effectiveness ofa 
CHAP vs. usual care 
on health promotion 
and prevention among 
adults with IDs 


To investigate whether 
information abouta 
patientwho is 
intellectuallydisabled 
would resultin better 
cooperation duringa 
first dental visit. 


To assess the effect of 
a program to 
encourage women with 
mobilityimpairments to 
get recommended 
mammograms and pap 
tests on receipt of 
these screening 
services. 


To test the effect ofa 
patient-carried PHP for 
people with learning 
disabilities on number 
of visits per year, 
communication, and 
number of health 
problems reported 


453 adult 
participants with ID 
in 34 clusters of 
primarycare 
physicians 


58 people with ID 


211 womenwith 
mobility 
impairments were 
randomized, 156 
completed pre- 
and post-tests 
(74%) 


201 adults with 
learning disabilities 
in 40 practices 
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HAP (21-page booklet: 
eadica history; prompt 
for physician to perform 
a targeted examination; 
listof commonly 
unrecognized or poorly 
managed conditions 
within the ID population; 
guide for caretaker to 
complete a health action 
plan) vs. usual care 
Questionnaire (e.g.,on 
patient communication 
preferences, completed 
by guardians) read by 
the dentistpriorto the 
visit vs. limited patient 
information (age, 
medical condition) 
90-120 minute small 
group (4 women) 
workshop educating 
women on breastand 
cervical cancer risk, 
overcoming barriers to 
screening, and building 
skills to communicate 
with physicians followed 
by monthlycalls for 6 
months post- 
intervention. Intervention 
led by women with 
mobility disabilities. 
Control group received 
written material on health 
promotion. Both arms 
received moneyand 
small gifts for 
participation. 

PHP (hand held health 
record with overview of 
relevant conditions and 
dependenton 
participation of both 
providers and patients or 
caregivers) vs. usual 
care 


Most health 
promotion and 
disease prevention 
outcomes inthe 
CHAP arm were 
significantly 
increased compared 
with control. 


Providing additional 
information to the 
dentists did not 
increase patient 
cooperation during 
the dental encounter, 
regardless of 
disability severity. 
Intervention 
significantly 
improved receipt of 
pap test (among 
those not up-to-date) 
compared with 
control; there was no 
significant difference 
in mammography 
screening at6 
months (among 
those not up-to-date) 
compared with 
control. All outcomes 
self-reported. 


No difference 
between groups in 
annual visits, 
knowledge, or 
communication; 
increased reporting 
of health outcomes 
in the PHP group. 





[Seting |_| Population | Comparators | ndings 
Setting Population Comparators Findings 
Wolraich, 2005" To test the effect of an 234 students (Only | 1-hoursession with the The intervention did 
information and 34% of students child, parent, teacher, not increase 
Longitudinal communicationsession | randomizedtothe | and/orphysician communication, 
between parents, intervention arm (focused on sharing defined as the 
U.S. teachers, and primary had a parent information aboutthe number oftimes 
care providers of receive the studentwith ADHD there was verbal or 


children with ADHD on_| intervention, and between all parties) vs. written 
coordination of care only 19% hada no intervention. Tools communication 
PCP receive the included: teacher, between physicians 
intervention.) parent, andPCP contact | andteachers. 
sheets; dailyreport 
cards; medication side- 
effects checklists;anda 
parentADHD manual. 
ADHD = Attention Deficit Hyperactivity Disorder; CHAP = Comprehensive Health Assessment Program; IDs = intellectual 
disabilities; PCP = primary care provider; PHP = personal health profile. 





Four of the five studies focused on individuals with intellectual or neurobehavioral learning 
disabilities.°**' The United Kingdom and Australia have implemented health checks for 
individuals with intellectual disabilities ona large scale. The strongest trial in this grouping is 
from Australia and tests the effect of a Comprehensive Health Assessment Program (CHAP).*® 
The CHAP is a 21-page booklet divided into three sections: a medical history completed by the 
carer and carried to the doctor’s office on the day of the appointment; a section completed by 
the doctor that documents he/she has reviewed the carer’s completed medical history, 
completed a targeted examination, and developed a heath action plan with the carer; the last 
section has a list of commonly unrecognized or poorly managed conditions and disability- 
specific comorbidities.** Four hundred fifty-three people with intellectual disabilities 
participated in the cluster randomized trial. People with the intervention were significantly 
more likely to: have sensory deficits identified, receive a tetanus/diphtheria booster or hepatitis 
B serology, have their weight recorded, and women were significantly more likely to have a 
Pap smear and mammogram.**® Many of the effect sizes were large. The United Kingdom and 
Australia have implemented health checks for mdividuals with intellectual disabilities ona 
large scale. 

The other three studies that attempted to prompt physician behavior at the point of 
interaction had major theoretical and methodological limitations.*”*' Unlike the CHAP tool that 
clearly prompted physician behavior (similar to checklist interventions), the Meurs et al. 
questionnaire provided a large amount of information without a pathway for action. The authors 
identified not giving dentists enough time to “digest” this information as a potential study 
limitation.*° The intervention drew additional attention to the limitations of the person with the 
disability without assisting the dentist to identify strategies to change his or her approach to be 
more culturally competent. Further, this study offered no opportunity for patients and/or 
caregivers to rate the physicians on the interaction. The Turk and Wolraich studies had low 
participation rates.°?*' In Turk et al., 20 percent of care providers in the intervention arm stated 
they had not been given a personal health profile (PHP) at followup, only 18 percent of patients 
and 39 percent of care providers who said they received the PHP reported using the tool, and 
less than a third of care providers who said they received the PHP reported taking the tool to a 
primary care visit. 

The four previously described studies prompt physician action or physician-patient 
interaction at the pomt of care. The last study in this category prompts patients to interact with 
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the health care system.’ Women with mobility disabilities participated in a two-hour small 
group (four women) workshop led by women who also had mobility disabilities. The workshop 
covered not only general screening benefits, but also ways to overcome physical barriers to 
screenings and how to communicate with physicians to facilitate screenings.*’ Participants in the 
intervention arms also received structured phone calls for 6 months. Compared with a written 
information control, women in the intervention group self-reported receiving significantly more 
pap testing; there was no significant difference in mammography rates between the attention and 
control groups. The two major weaknesses of this study are the lack of attention control and the 
self-reported screening outcomes. 


Interventions Improving Access to Care 


The four trials on access to care are part of a much larger literature on virtual care for people 
with disabilities. Many virtual access articles were excluded during title/abstract screening 
because the intervention occurred outside the formal health care system; that is, the study did not 
involve health care practitioners delivering health care virtually, or the focus of the study was not 
creating access based on the nature of the disability. For example, Morland conducted two trials 
of virtual care for veterans with post-traumatic stress disorder (PTSD).*7*8 However, the remote 
care required people in remote areas to travel to a central location for group therapy. This 
intervention seemed more focused on creating access due to workforce shortages than creating a 
way to deliver care that would feel safer and less stigmatizing. 

The inclusion status of the final set was influenced by article framing. Articles were framed 
as follows: “Despite the findings supporting the Managing Fatigue program [for people with 
multiple sclerosis], its major limitation to date has been its inaccessibility to individuals who 
cannot travel to the community sites where the program is offered;” (p.1131)** “The Internet 
might provide an alternative information and treatment opportunity for people who avoid care 
because of concerns about the stigma of receiving mental health treatment;” (p.73)*? “For 
individuals with RA, travel may be difficult due to pain or functional limitations;” (p. 1578)*4 
and “Telephone counseling was selected as the intervention delivery mode because it is an 
effective behavior change approach that overcomes barriers to participation such as distance, 
accessibility, and limited transportation, barriers that may be even more prominent among people 
with MS.”(p.90).” 

Table 8 summarizes the included studies providing virtual access to care. 
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Table 8. Summary of interventions providing virtual access to care 


Intervention Reported General 
Comparators Findings 


Study Design 
Seiting 


Bombardier, 
2013” 


Randomized 
trial 


U.S. 


Finlayson, 


2011*% 


Randomized 
trial 


U.S. 
Knaevelsrud, 
2007° 


Randomized 
trial 


Netherlands 


Shigaki, 2013” 


Randomized 
trial 


U.S. 


To determine the 
effect of a telephone- 
based intervention to 
reduce severity of 
major depression in 
persons with MS by 
using motivational 
interviewing to 
change levels of 
physical activity. 


To test the effect ofa 
small-group 
teleconference on 
fatigue management 
among adults with MS 


To test the effect ofa 
therapist-led CBT 
writing intervention on 
PTSD symptoms 


To test the effect of 
an RA self- 
management 
intervention and 
weekly phone callon 
symptoms, self- 
efficacy, quality of life 


Sample 
Size 
Population 
92 people 
with MS 


191 people 
with MS 


95 people 
with PTSD 


108 people 
with RA 


An initial in-person visit 
was followed by seven, 
30 minute telephone 
counseling callsanda 
final in-person visit 
compared with a wait list 
control group. The 
intervention was delivered 
by master’s level 
counselors. 


Six 70 minute weekly 
group teleconferences 
delivered by licensed 
occupational therapists 
vs. waitlist 


A CBT-based writing 
intervention delivered by 
doctoral-level clinical 
psychologists via email 
(10 over 5 weeks) vs. 
waitlist 


RA help (10 week online 
cognitive-behavioral self- 
management group 
program) plus weekly 
one-to-one 15-30 minute 
phone call vs. waitlist 


There was no clinically 
significant difference in 
depression symptom 
severity or remission rate 
among the treated. 
However, there were 
statisticallysignificant 
differences found on 
secondaryoutcome, 
including: mean change in 
depressive symptoms, 
depression severity, 
negative affect, clinical 
diagnostic criteria for major 
depression or dysthymia, 
and MS-related side-effects. 
Intervention had improved 
fatigue impact, sustained at 
6 months, butno difference 
in fatigue severity, self- 
efficacy. 


Intervention group has 
improved PTSD and mental 
health symptoms, sustained 
at 18 months, with no 
difference in physical health. 


Intervention group has 
improved self-efficacy and 
quality of life, sustained at9 
months, with no effect on 
health status or pain. 





CBT = cognitive behavioral therapy; MS= multiple sclerosis; PTSD = post-traumatic stress disorder; RA = rheumatoid arthritis. 


While all of the studies in this group used a virtual access to care intervention, each study 
used different populations, intervention characteristics, and targeted outcomes. Use of waitlist 
controls was the only element common across studies. 

The primary outcome for the counseling intervention to decrease major depression by 
increasing physical activity in people with MS was a reduction in depression severity, as 
measured by the Hamilton Depression Rating Scale (HAM-D).”? A clinically significant 
response to treatment was defined as a 50 percent decrease in the total HAM-D score. There was 
no clinically significant difference in depression severity between the treatment control groups. 
However, treating HAM-D scores as continuous, there was a significant decrease in depression 
severity among the treated, negative affect, and number of people meeting the criteria for major 
depressive disorder or dysthymia among the treated.*” 

The primary outcomes for the teleconference intervention aimed at managing fatigue in 
individuals with MS include: fatigue severity (measured using the Fatigue Impact Scale [FIS], 
fatigue impact (measured using the Fatigue Severity Scale [FSS]), and health-related quality of 
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life (measured using the SF-36 Quality of Life Scale).** An intent to treat analysis found 
significant effects of the intervention on all three subscales of the fatigue impact severity 
measure and the role physical subscale of the SF-36; fatigue severity, self-efficacy, and the other 
seven domains of the SF-36 did not differ significantly.*° 

Primary outcomes of the therapeutic writing intervention for PTSD include measures of: 
symptoms of posttraumatic stress (Impact of Event Scale, IES-R), depression and anxiety (SCL- 
90), self-reported physical and psychological function (SF-12), and patient and therapist 
agreement (Working Alliance Inventory [WAI]).47°° Participants in the intervention arm showed 
significant improvements over time on all measures except physical health, compared with the 
waitlist. control.>? 

Rheumatoid arthritis (RA) online outcomes included rheumatic disease specific self-report of 
health status and well-being (Arthritis Impact Measurement Scales 2, AIMS2), an arthritis 
specific self-efficacy measure (Arthritis Self-Efficacy Scale [ASES]), depression (Center for 
Epidemiologic Studies Depression Scale, CES-D), quality of life (QLS-15), measure of joint and 
pain tenderness (Rapid Assessment of Disease Activity in Rheumatology, RAPID), a measure of 
social connectedness (Social Provisions Scale, SPS), and a measure of loneliness (University of 
California, Los Angeles Loneliness Scale, version 3, LS-3)."4 Immediately after interventions, 
significant gains in self-efficacy and quality of life were observed; these gains were maintained 
for 9 months post-intervention. 


Discussion 


Overview 


Despite the difficulty in locating studies that fit a cultural competence for disabilities concept 
due to the lack of commonly used indexing terms and the minimal application of the cultural 
competence concept to disability research, we identified 25 intervention studies. These 25 studies 
map to only a small portion of the many and diverse groups that comprise the overall set of 
people with disabilities. 

The most traditional cultural competence intervention, provider training, was also the most 
common type of study found in this review. This literature was dominated by interventions 
aimed at reducing stigma and changing provider attitudes toward people with mental illness. 
Only four studies attempted to change provider attitudes and beliefs about people with physical 
or intellectual disabilities, two of which attempted to do so through having students participate in 
a disability simulation (an approach with the potential to confound stereotypic thinking). 
Contact-based interventions, in which providers interacted with a person with a disability, were 
the most common intervention type; two contact-based interventions resulted in more negative 
attitudes among some participants.?**° Twelve of the 16 included trainings or curricula studies 
developed for students, not working professionals. Many of the available studies were not 
designed to capture how well initial knowledge gains or changes in attitudes are sustained over 
time. Of those that did have a longitudinal design, one study found changes were not sustained 
for 6 months,”? two studies found changes were sustained for 2 and 6 months respectively.*”*> 
The effectiveness of these interventions depends on students applying their pre-service training 
to their work in clinical settings. 

We considered two other types of interventions in this review: the patient or physician 
prompt at the point of care; and virtual care that creates disability sensitive access. Lennox and 
colleagues are pioneering low-tech, seemingly effective ways to prompt universal screenings for 
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areas of known disparities for persons with intellectual disabilities. While promising, we did not 
find additional high quality trials to support this work. If there is little evidence for upstream 
interventions, such as provider trainings,°' the research community may want to also focus on 
downstream, pomt of care interventions. Interventions that prompt the physician at the point of 
care work hand-in-hand with interventions that empower the person with disabilities to talk to 
their doctor.*” 

We also broadened our definition of cultural competence to include virtual interventions that 
addressed disability related barriers to access including difficulty travelmg and not wanting to 
get care because of stigma. These studies have the most patient-centered outcomes. Just as 
focusing on the point of care does not mean giving up on changing provider attitudes and beliefs, 
creating a parallel system for care does not preclude making the mainstream system more 
disability competent. 


Research Directions 


The risk of bias for most of the included studies was high (Appendix D). The major 
weaknesses of this literature are the lack of attention controls, lack of appropriate comparators, 
attrition, and social desirability bias of pre- post attitude scales. Michaels et al. is the only 
included study to try to address social desirability among respondents.** More well-designed 
studies are needed to test the effectiveness of disability competence interventions, particularly 
for nonmental health related disabilities. We need to be looking for unintended effects of 
trainings, and the effect of trainings and one time imterventions on patient-centered outcomes. 
Without attending to methodological concerns, it will remain difficult to answer whether such 
interventions improve care and reduce health disparities. 

Cultural competence is not a one-size-fits-all concept across populations that experience 
health disparities. Much of the team’s work during this review was spent defining the concept of 
cultural competence for the disability population. The work of developing definitions for cultural 
competence as well as effective solutions for improving providers’ knowledge and training in the 
health needs of people with disabilities should involve people with disabilities. While 
community-based participatory research with racial and ethnic groups has a fairly strong track 
record, much could be done to bring the perspective of people with disabilities into the research 
process. Future research on disability-related health care disparities and mterventions to address 
them should target dimensions most important to people with disabilities and include more 
patient-centered outcomes. Including people with disabilities in research conceptualization and 
design is critical to identifying more effective solutions and producing evidence that could be 
understood and used by various stakeholders including people with disabilities. 

Many disability groups and subgroups are not represented in this literature. Many subgroups 
exist within the disability populations with multiple perspectives, interests, and challenges. These 
differences can be further complicated by factors not directly attributable to disability, such as 
rural or urban location, poverty status, or racial and ethnic differences. Interventions targeting the 
intersection of populations of interest (such as race and disability) were also not well researched 
for this population. Researchers have begun to document health disparities at the mtersection of 
disability and race/ethnicity.°*°° There is also movement to align disparities research across 
race/ethnic and disability populations.’°°°’ However there is not a sufficient evidence base to 
conclude whether interventions used to promote racial and ethnic provider cultural competence 
will produce reductions in disparities when used to promote provider cultural competence for 
people with disabilities in health care contexts. Carefully designed studies conducted for 
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race/ethnic and disability populations, as well as their intersection, are needed. Intervention types 
appear to be tied to disability types in the literature. Work is needed to conceptualize cultural 
competence to address inclusion of the many populations and interventions under the diverse 
disability umbrella. 


Limitations 

This review 1s limited by the difficulty of locating literature using either MeSH® terms or 
natural language keywords. This difficulty is exacerbated by the new extension of the concept of 
cultural competence to disability cultures. This, in turn, may be influenced by a lack of 
consensus among disability communities about whether disability is a “culture.” 

While care and attention was dedicated to defining the scope boundaries for this review, they 
are necessarily arbitrary; no clear lines of demarcation can be easily drawn to separate patient- 
centered care, health literacy, or other quality improvements from cultural competence. 
Interventions that focused solely on changing the patient (e.g., patient education and health 
promotion) were excluded because while they targeted a reduction in a health disparity 
experienced, they did not require change on the part of the physician or the health care system. 
We also excluded wellness and secondary disease prevention trials that did not target the formal 
health care delivery system or its providers. Those studies are, however, relevant to the larger 
discussion of reducing health disparities in this population.°*” 

Only eight of the 25 included studies were conducted in the United States. This raises 
questions regarding transferability of the included studies to the U.S. health care system. 


Conclusions 


The results of the search show a patchy literature set that highlights the mtrapopulation 
diversity subsumed under the disability umbrella. The literature also fails to recognize the 
intersections of disability populations with other populations experiencing healthcare disparities. 
The broader concept of diversity competence may be more appropriate for many people at these 
intersections. Further discussion of population imtersectionality and alternative constructions of 
cultural competence that address structural inequities can be found in Chapter 5. None of the 
included studies measured the effect of cultural competence interventions on health care 
disparities. The medium or high risk of bias of the included studies, the heterogeneity of 
populations, and the lack of measurement consensus prohibited pooling estimates or commenting 
about efficacy in a meaningful or responsible way. 
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Chapter 3. Lesbian, Gay, Bisexual, and Transgender 
Populations 


Introduction 


Cultural competence refers to efforts to reduce the cultural and linguistic barriers between 
patients and medical personnel that interfere with effective health care delivery.’° In the early 
1990s, cultural competency programs and trainings expanded their areas of focus from 
immigrant and English language learner populations to all racial and ethnic minority populations 
experiencing health care disparities.’> The tenets of cultural competence may help reduce health 
disparities in lesbian, gay, bisexual, and transgender (LGBT) populations as well.” 

Estimates of the size of the LGBT populations are hindered by the lack of sexual orientation, 
sexual behavior, and gender identity items in national surveys.’”’’* The few nationally 
representative surveys that have collected LGBT data highlight how different ways of defining 
sexual orientation for research affect prevalence statistics. For example, some estimates include 
only people who self-identify as lesbian, gay, or bisexual, while others include people who report 
same-sex sexual behavior but identify as heterosexual. Bauer and Jairam, using data from the 
U.S. National Survey of Family Growth, found: 2.5 percent of female respondents between the 
ages of 20 and 44 identified as bisexual, and 1.4 percent identified as homosexual. /? However, 
among women who ever had sex, approximately 12 percent had at least one female sex partner in 
their lifetime and 4 percent had one female sexual partner in the last year.’” A similar pattern was 
found among men. Pethela et al. used data from the New York Community Health Survey and 
found: 3.7 percent of male respondents identified as gay, and 1.2 percent identified as bisexual.°° 
National estimates of the proportion of men who have sex with men range from 2.9 percent in 
the past year to 6.9 percent ever.® 

Available estimates suggest that almost nine million people in the United States identify as 
something other than heterosexual (e.g., gay, lesbian, bisexual, queer, pansexual, etc.) and an 
additional 10 million people who identify as heterosexual report engaging in sexual behavior 
with someone of the same sex.*' Overall, approximately a quarter of Americans report some 
level of same-sex attraction.*’ For many people, the dimensions of sexual orientation —ie., 
identity, attraction, and behavior — do not completely overlap. This discordance has implications 
beyond prevalence estimates; observed health disparities, and the interventions to address these 
disparities, differ based on whether or not the population is defined by identity or behavior.” ** 

Transgender and gender nonconforming people, Le., people whose gender identity or 
expression are different from those typically associated with thei assigned sex at birth, likely 
constitute less than 1 percent of the population; however, demographic data for this population 
are sorely lacking.*° 


Terminology 


This review was commissioned by the Agency for Healthcare Research and Quality 
(AHRQ). To be consistent with other national reports, AHRQ recommends use of the terms 
lesbian, gay, bisexual, and transgender throughout this report. While LGBT is probably the most 
widely used acronym, consensus on terminology for this population is lacking. LGBT may 
exclude people who do not identify as lesbian, gay, bisexual, or transgender but who are sexually 
or romantically involved with people of the same or multiple genders or sexes. However, 
behavior-based terminology, including men who have sex with men (MSM), men who have sex 
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with men and women (MSMW), women who have sex with women (WSW), and women who 
have sex with women and men (WSWM), may also be problematic. These terms can divide the 
LGBT community socioeconomically and fail to recognize the important role of identification 
and community membership.*° The American Association of Medical Colleges (AAMC) has 
recently advocated the form of person-first language; instead of gay patient, patient who may be 
gay.®’ This construction is also not yet widely used or accepted. 

Although gender and sexual minority populations are often (and in this report) grouped 
together under the LGBT acronym, sexual orientation and gender identity are distinct concepts 
and capture different populations with distinct health and health care needs, concerns, and 
disparities. The following definitions were adapted from the 2011 Institute of Medicine Report 
on the Health of LGBT People:”” 

e Gender identity—One’s basic sense of being a man, woman, or other gender, such as 
transgender. Non-cisgender may be used to describe individuals and populations whose 
gender identity differs from the gender typically associated with their sex assigned at 
birth. 

e Sexual orientation—Encompasses attraction (ie., sexual or romantic feelings for people 
of the same gender/sex, another gender/sex, or multiple genders/sexes), behavior (ie., 
sexual or romantic activity with people of the same gender/sex, another gender/sex, or 
multiple genders/sexes), personal identity (.e., one's conception of self as gay, bisexual, 
straight, etc.) and social identity (ie., a sense of membership in a social group). “Sexual 
minority” may be used to describe individuals and populations whose sexual attraction, 
behavior, and/or identity are not exclusively heterosexual. 

The purpose of this report is not to resolve language disputes. For studies included in this 
report, termmology used to refer to LGBT people is consistent with the source publication 
whenever possible. However, we have chosen not to use the term homosexual to describe 
identity in this report, because that term is associated with recent periods in U.S. history when 
being gay was considered pathological and criminal. 


Health Disparities 


The most well-studied health disparity in the LGBT population is HIV/AIDS incidence and 
prevalence. Men who have sex with men are 44 times more likely than heterosexual men to be 
newly diagnosed with HIV and differences in all-cause mortality rates between gay and 
heterosexual men are largely attributable to this disparity.** A large proportion of the research on 
LGBT health has been dedicated to the incidence, prevention, and treatment of HIV/AIDS 
among men who have sex with men.*?° Lumping transgender male-to-female individuals with 
men who have sex with men masks the higher rates of HIV infection in this subgroup, 
particularly among African Americans.’ 

However, recent evidence demonstrates that LGBT populations face numerous additional 
health risks requiring intervention. For example, gay, bisexual, and other men who have sex with 
men have been found to be at increased risk of sexually transmitted infections (STI) other than 
HIV, such as syphilis, gonorrhea, chlamydia, human papillomavirus, and hepatitis A and B;”! 
lesbian and bisexual women are more likely to be obese and to use tobacco and alcohol than 
heterosexual women;*?'**,??- and gay, lesbian, and bisexual adolescents and young adults of all 
genders have higher rates of tobacco and alcohol use, unhealthy weight control, and risky sexual 
behaviors than their straight peers.?*°° LGBT populations also experience a greater prevalence of 
mental disorders, such as anxiety and depression, have higher rates of suicidal ideation and 
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attempts, and are subject to significantly more emotional, physical, and sexual trauma than 
straight and cisgender people, or individuals whose experience of their own gender matches their 
assigned sex at birth.?’"!°° Individuals who identify as bisexual may experience more 
psychological distress compared with those who identify as heterosexual, gay, or lesbian.’ The 
LGBT population is diverse in terms of race, ethnicity, disability status, socioeconomic status, 
and immigration status, and risk factor disparities may be further intensified by intersecting 
identities and multi-minority statuses.'°'"!”° 

Despite accumulating evidence of risk factor disparities between LGBT and heterosexual 
and/or non-cisgender populations, scant research connects these risk factor disparities to 
intermediate or long-term health outcomes, such as cancer or cardiovascular disease (CVD). For 
example, apart from research that has found a higher prevalence of virus-linked cancers among 
men who have sex with men,'®* little is known about cancer incidence or mortality among LGBT 
populations because sexual orientation or gender identity information is not routinely captured in 
cancer registries. This lack of surveillance data is particularly problematic, as cancer risk factors 
may cluster in LGBT populations. For example, lesbian and bisexual women have higher rates of 
a number of breast cancer risk factors, including increased alcohol use, higher rates of smoking, 
obesity, and nulliparity, and they may receive breast cancer screening less frequently than 
heterosexual women (though the evidence regarding cancer screening behaviors among lesbian 
and bisexual women is conflicting).'°°'°’ Sexual minority women have also been found to have a 
higher Framingham general CVD risk score than straight women, indicating that they may be at 
greater risk of developing CVD.'°% 

Thomas etal. delineated four phases of disparities research: (1) documenting the disparities, 
(2) exploring rationales for the disparities, (3) providing evidence for solutions, and (4) moving 
towards structural, multi-level interventions.° LGBT health disparities research is largely still in 
the first generation, as it is difficult to document the disparities without data from national health 
surveys and registries on sexual orientation and gender identity.’’ This review uses the limited 
second generation evidence for the causes of health disparities in LGBT populations to discuss 
the interventions designed to address these barriers in the formal health care system. As the 
disparities mn various LGBT subgroups become better defined, barriers can also be identified 
more precisely, and interventions can be more tailored to root causes. 


Cultural Competence 


Cultural competence has been widely promoted as one approach to reduce health disparities. 
Since cultural competence remains variously defined and operationalized, the term has come to 
describe a broad range of system- or provider-level interventions. Specific recommendations to 
create culturally competent health care for LGBT people include: educating staff on specific 
health disparities experienced by the LGBT communities and how to collect sexual and social 
history, using gender-neutral language on forms and communication, reframing from making 
assumptions about a person’s sexual orientation or gender identity by asking directly about 
identity and sexual behavior, displaying LGBT-friendly symbols, and registering with the Gay 
and Lesbian Medical Association’s online directory.'°:'!° For many physicians, like many 
people in society, examining strongly held beliefs and biases may be a necessary first step to 
creating a welcoming environment for LGBT patients. Inclusive and nondiscriminatory policies 
can support the work of cultural competence. However, political interventions are beyond the 
scope of this review. 
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Scope and Key Questions 


Scope of the Review 

This review examines the evidence for cultural competence interventions at the system- and 
provider-level designed to address known or suspected health disparities among LGBT persons. 
As such, the review does not address policy-level evaluations. Being clear about whether 
interventions are within or outside is important, but challenging. This review focuses mainly on 
whether cultural competency interventions change the clinicians’ behaviors (such as 
communication and clinical decisionmaking), the patient-provider relationship, and/or clinical 
systems to result in better outcomes for the patient. 


Key Question 


KQ: What is the effectiveness of interventions to improve culturally appropriate health care 
for LGBT adolescents (ages 13-17), young adult (18-25), and adults? 


PICOTS 


Table 9 provides the populations, interventions, comparators, outcomes, timing, and settings 
(PICOTS) of interest. The analytic frameworks can be found in Chapter 1 and Appendix A. 


Table 9. Review PICOTS—LGBT populations 
EN a ING a pe ce | 


Population LGBT adolescents (ages 13-17), young adults (ages 18-25) and adults 

Overall gender disparities experienced bywomen (in relationship to men) were notconsidered in 

this review. 

Biological sexual developmentand disorders of sexual developmentare notpart of this review. 
Intervention Cultural competence/culturally appropriate care provider education and training 

Cultural competence/culturally appropriate care clinic-based interventions targeted to patients 
Eel Cultural competence/culturally appropriate care clinic-based interventions targeted to providers 


Comparator groups | Usualcare 
Head-to-head trials of different strategies 


Outcomes Intermediate outcomes 


Provider training and motivation outcomes (competencies, knowledge, changes in attitudes) 
Provider behavior, such as clinical decisionmaking, communication 
Provider beliefs/cognitions about the priority population, reducing stereotyping, 


stigmatization 
Improved access to health services 
Utilization of health services 
Patient experience/satisfaction 
Patient health behaviors 
e Use of preventive services and other access to care measures 
Final health or patient-centered outcomes — reduced disparities in terms of 
e Patient medical care outcomes 
e Patient mental health care outcomes (depression, substance use) 
Adverse effects of intervention(s) 
e Unintended negative consequences ofintervention 


Variable — depends on the purpose ofthe intervention 
Setting Inpatient, outpatient, and communitysettings in which patients from priority populations are 
interacting with health care providers. 


LGBT = lesbian, gay, bisexual, transgender. 
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Methods 


This review followed the methods suggested in the AHRQ Methods Guide for Effectiveness 
and Comparative Effectiveness Reviews (available at 
www.effectivehealthcare.ahrq.gov/methodsguide.cfm); certain methods map to the PRISMA 
checklist.'* We recruited a technical expert panel to provide high-level content and 
methodological expertise feedback on the review protocol. The protocol was posted on July 8, 
2014, at www.effectivehealthcare.ahrq.gov. This section summarizes the methods used. 


Literature Search Strategy 


We searched Ovid MEDLINE®, PsychInfo, and Cochrane EPOC from 1990, when the 
concept of cultural competence gained traction, to June 2015. Because cultural competence 
interventions in LGBT communities are not well defined, and the literature set was relatively 
small, all intervention studies for the population of interest were reviewed for inclusion (no 
cultural competence intervention filter was used). Searches and screening were performed 
iteratively to identify concept boundaries and tighten the working definitions and eligibility 
criteria. The final search algorithms are provided in Appendix B. We also manually searched 
reference lists from systematic reviews and employed back and forward searching of key articles 
recommended by experts. 


Study Selection 


We reviewed bibliographic database search results for randomized controlled trials (RCTs) 
systematic reviews, nonrandomized controlled trials, before and after case reports with 
comparators, and interrupted time series studies published in English language relevant to our 
PICOTS framework. All studies identified at title and abstract as relevant by either of two 
independent investigator underwent full-text screening. Two investigators independently 
performed full-text screening to determine if inclusion criteria were met. 

Eligible studies tested an intervention to provide culturally appropriate health care to LGBT 
adolescents, young adults, and adults. 

Interventions that targeted providers, formal health care systems, or the ability of the patient 
to communicate or interact with the provider or formal health care system in support of culturally 
competent care were eligible. Such interventions could include remote (such as web- or phone- 
based) interventions to provide access to care in a manner sensitive to the needs of the LGBT 
population. Studies that tailored interventions to individuals (patient-centered) rather than the 
community (cultural competence) were excluded. Interventions that were merely disease-driven 
(such as HIV) rather than population-driven were not included. 

Studies conducted in public-health or specialized LGBT clinics were excluded. While the 
authors acknowledge the historic and continued importance of public-health clnics and other 
parallel systems in providing much of the care to the MSM population, particularly gay men with 
human immunodeficiency virus (HIV), the point of this review is to identify strategies to make 
the average, nonspecialized provider and system more able to address the specific needs of 
LGBT populations. 

This restriction on setting eliminated a large portion of the LGBT literature that is focused on 
changing sexual risk-taking behavior related to HIV/AIDS. For example, a 2013 systematic 
review identified 33 U.S.-based RCTs of behavioral interventions to reduce HIV transmission 
and infection that were specifically designed for the MSM population.'!' Nine studies were 


es) 


deemed by the authors to meet the Center for Disease Control and Prevention’s Prevention 
Research Synthesis criteria and thus evidence-based.''!*"''? Only one of these studies is included 
in this review;''® the other eight did not meet inclusion criteria. 

We also expanded the criteria to include studies from other developed countries that tested 
interventions that could possibly transfer to U.S. health care. 

Initial search results were vetted by the full team. Differences of opinion regarding eligibility 
were resolved through consensus. Articles excluded at full text are provided in Appendix C with 
reasons for exclusion. 


Data Extraction, Synthesis, and Presentation 


We evaluated the risk of bias in included studies according to study design using criteria 
from the Cochrane risk-of-bias tool in interventional studies (Appendix D). Given the paucity of 
literature identified, the heterogeneity of the study populations and interventions, small study 
samples, the lack of details for complex interventions and comparators, and the high risk of bias 
assessment for most of the included studies, we determined the strength of evidence for cultural 
competence interventions, in general, to be insufficient and thus we were unable to draw 
meaningful conclusions from the literature. Therefore, we focused on summarizing the results 
into evidence tables and conducted a qualitative synthesis, grouping synthesis results using 
emergent patterns from identified interventions, and evaluating the challenges of the literature 
that present barriers to forming inferences from study results. One investigator abstracted the 
relevant data from eligible trials directly into evidence tables. A second investigator reviewed 
evidence tables and verified them for accuracy. 


Results 


Literature Search Results 


We identified 6,820 unique English language citations (Figure 5) from 1990 to June 2015. 
After excluding articles based on title and abstract, full texts of 85 articles were reviewed to 
determine final inclusion. 
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Figure 5. Literature flow diagram—LGBT populations 


Initialreferences = 10,963 






Excluded duplicates and non-English = 4,143 


Unique references = 6,820 








Excluded at title and abstract screen = 6,727 


Full text review = 93 


Excluded at full text review 

No formal system /health promotion 
Design/descriptive 

Documents attitudes or disparities 

HIV focused / not tailored to population 
Individualized / patient-centered care 


-NMW 
OM NPD 






Handsearchedarticles =1 


Included =11 


LGBT = lesbian, gay, bisexual, transgender. 


The 11 mcluded studies (12 manuscripts) were not easily combined. The studies fell into five 
categories: interventions aimed at prompting patients to interact with the formal health care 
system for screening or testing (n=2); aclinic-based mental health and substance use intervention 
tailored toa LGBT population (n=1); a psychosocial intervention for a LGBT population with 
cancer (n=1), interventions aimed at behavioral risk reduction that involve formal health care 
providers (n=4), and interventions aimed at changing provider knowledge, attitudes, and beliefs 
through trainings or curricula (n=3). Studies were generally high risk of bias (Appendix D). 
Since the risk of bias and heterogeneity of the studies precluded any strength of evidence other 
than insufficient, we describe the studies by emergent patterns. 

Table 10 describes the included studies by intervention type and LGBT population. Four 
studies focused on men who have sex with men,!!®:!?°-!*4 two studies focused on gay and 
bisexual men,!7?/!74 three focused on lesbian and/or bisexual women, !”> “127 and the three 
educational interventions focused more broadly on multiple LGBT populations.'!”'**-!°? We 
identified no studies specifically addressing the provision of culturally competent services for 
transgender people. 

Four approaches to cultural competence were observed among the included studies: three 
included studies used a person to deliver the intervention that was also a member of the LGBT 
population;!!8-!?° 126 two used a combination of provider training and prompts for the provider 
and patient during the clinical encounter;'*”'!*! three studies focused solely on provider 
education;!!9!28.129 and three tailored an existing intervention to better reflect the target 
population.'°?"'**-!?” Study sample sizes ranged from 20 to 1,396. Less than half of studies (5/11) 
were randomized trials.'!®:!??-!?4:176-!27 Only one study (two manuscripts) used an attention 
contro], 122:124 
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Table 10. Summary of included LGBT population studies 
Type of Cultural Number of Lesbian |Lesbian Gay and 
Competence Studies Women |and Bisexual 
Interventions Bisexual Men 
Women 

Interventions aimed at Blas etal., NF 
prompting patients to 2010'” 
interact with the formal 
health care system for 
screening or testing 
Clinic-based Mental 1 
Health and Substance | (2 Manuscripts) 
Use Interventions 
Tailored to a LGBT 
Population 
Interventions Aimed at Bachmann |Marrazzo et 
Behavioral Risk etal., al., 2011 2” 
Reduction that Involve 2013 — 
Formal Health care McKirnan et 
Providers al.,2010'% 

Patel et al., 

2012" 
Interventions Aimed at Beagan, 
Changing Provider 2003" 
Knowledge, Attitudes Kelley et 
and Beliefs through al., 2008” 
Trainings or Curricula McGarry et 

al., 2002'° 

Psychosocial 
intervention for a LGBT 
population with cancer 
LGBT = lesbian, gay, bisexual, transgender; MSM =men who have sex with men; NF = not found; WSW = women who have 
sex with women. 





Interventions Aimed at Prompting LGBT Patients To Interact With 
the Formal Health Care System for Screening or Testing 


Table 11 summarizes the two studies in this category. One study was designed to address 
screening disparities as a potential modifiable pathway to early detection of breast cancer.'*° The 
RCT examined counseling to improve breast self-exam and mammography among women who 
self-identified as lesbian or bisexual.'*° The cultural competence approach used in this study was 
patient/provider sexual identity concordance; a key element of the program was making it clear 
to participants that all scientists, staff, and counselors involved in the studies were sexual 
minority women.'*° The authors reported significant increases in self-breast examination and 
mammography, and significant decreases in perceived risk, cancer worry, and mental health that 
were sustained over time compared to a waitlist/delayed control.'*° However, the study did not 
include an arm that compared the effectiveness of the counseling program delivered by providers 
who were not explicitly identified as sexual minority women. One of the more interesting 
findings of the trial is the differential effectiveness of the intervention by degree of “outness.” 
Among women in the intervention arm, after controlling for income, education, age, and sexual 
identity, women whose sexual orientation was known to coworkers and family members were 
three times more likely to have screening mammography. 

Blas et al. tested the effect of an online intervention to encourage men who have sex with 
men, whether or not they identify as gay, to get tested for HIV on obtaining HIV testing.'*? The 
study randomized 142 gay-identified men to the video-based intervention group and 130 to the 
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text-based control intervention. Ninety-seven non-gay identified men (men who have sex with 
men but do not consider themselves to be gay) were randomly assigned to the video-based 
intervention and 90 to the text-based control intervention.'** Even though this study was 
conducted outside of the United States (Lima, Peru), it is included because it prompts interaction 
with the health care system (going to get tested), documents whether testing occurred, and targets 
an underserved segment of the MSM population, men who have sex with men but do not identify 
as gay. The intervention itself is tailored to match the behavior and identity of the participant 
(non-gay or gay).'?* The 5-minute videos use the health belief model to transition through the 
stages of change and incorporated common reasons why MSM do not get tested.'?* Among the 
gay identified population, the intervention had no effect on intention to test (30 days or next 6 
months), appointment making, or actual clinic attendance. However, among non-gay identified 
MSM, the video intervention significantly increased intention to test over the next 30 days and 
These two studies highlight the importance of considering the 
multiple dimensions of sexual orientation (e., identity, attraction, behavior) when designing and 
tailoring interventions. 


actual attendance at clinic. 


122 


Table 11. Interventions aimed at increasing interaction with the formal system for LGBT 


populations 


a 


Blas, 2010 
RCT 


Peru 


Bowen, 
2006" 


RCT 


Seattle, WA 


To test the 
effect of 5 
minute videos 
customized 
based on self- 
identification as 
non-gay, gay, or 
trans on HIV 
testing. 


To test the 
effectiveness of 
a group 
counseling and 
educational 
program on 
breastand 
mammography 
screening. 


ample Size, 
Population 


808 gay- 
identified and 
588 non-gay 
adult MSM who 
had not been 
tested for HIV 
during the last 
year and were 
not HIV positive. 


150 lesbian and 
bisexual women 
aged 18-74 with 
no history of 
breastor ovarian 
cancer 


ustomized (non-gay, 
gay, trans) 5 minute vs. 
oes both 
through a gay website 


Four weekly 2-hour 
small group sessions 
led by a trained sexual 
minoritywoman health 
counselor versus a wait 
listcontrol. Session 
themes included risk 
assessment, breast 
cancer screening, 
stress management and 
social support. 


ntervention, Reported General Findings 
Comparators 


The video was not more effective 
than text among the gay identified 
population on intention to get 
tested (80 days or 6 months), 
making an appointmentonline, or 
HIV testing. However, among the 
non-gay identified population, the 
video was more effective than text 
on intention to get tested (30 days) 
and HIV testing. 
Significantincreases in self-breast 
exam andmammographyup to 24 
months post-intervention and 
significant decreases in perceived 
risk, cancer worry, depression and 
anxiety. The intervention was 
more effective for women who 
were more “out.” 





HIV = human immunodeficiency virus; LGBT = lesbian, gay, bisexual, transgender, MSM = men who have sex with men; RCT 
= randomized controlled trial. 
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Clinic-Based Mental Health and Substance Use Interventions 
Tailored to an LGBT Population 


Increases in substance use and depression have been observed in the LGBT population. 
We identified only one RCT tailoring a therapy or drug intervention to an LGBT population that 
met inclusion criteria for this review.'**:'*4 Self identified gay and bisexual men (n=263) seeking 
outpatient behavioral drug abuse treatment for methamphetamine dependence, with a Structured 
Clinical Interview-verified diagnosed methamphetamine dependence, began a 2-week baseline 
period that took a similar format to the actual intervention (attendance three times per week, 
urine sample collection, and group therapy).'** After this 2-week baseline period, 162 
participants who had attended at least two of the four cognitive behavioral groups during 
baseline were randomized to one of four study conditions three times a week for 16 weeks: 
cognitive behavioral therapy (CBT) sessions, contingency management (CM), CBT and CM, or 
“gay-specific” CBT sessions.'**:!?4 The comparator, CBT, focused on teaching patients skills to 
achieve, maintain, and recover abstinence after relapse, including healthier coping strategies, 
recognition of triggers and cravings management, and stages of recovery.'?*:'** Gay-specific 
CBT included the skills taught in the basic CBT with “referents to cultural norms and values of 
urban GBM [gay and bisexual men] and providers’ emphasis on reduction of HIV-related sexual 
behaviors.” (p. 126).'?? Gay-specific CBT was not differentially effective on treatment retention, 
number of days of methamphetamine abstinence, or depression outcomes when compared with 
standard CBT.'*?:'* The gay-specific CBT condition significantly reduced unprotected receptive 
anal intercourse compared with standard CBT arm; however, those gains were not maintained 
over time.'*4 


130-132 


Interventions Aimed at Behavioral Risk Reduction That Involve 
Formal Health Care Providers 


We identified four studies for behavioral risk reduction interventions in the LGBT population 
that involved health care providers and were judged to be transferable to the nonspecialized 
health care system: three studies specific to MSM, and one specific to WSW. No studies were 
identified that were specific to transgender people. Table 12 provides a summary of the studies. 

Two prospective cohort studies without comparators were included because they represent 
strong examples of sexual health cultural competence interventions. '7°-!?! In the Providers 
Advocating for Sexual Health Initiative (PASHIN), all primary care providers received a 5-hour 
traming that emphasized enhancement of provider communication skills around sexual risk 
assessment and behavior change.'”° Similarly, the CDC-funded Partnership for Health 
intervention (part of the Study to Understand the Natural History of HIV/AIDS in the Era of 
Effective Therapy [SUN]) trained providers to conduct brief risk-reduction counseling during the 
clinical encounter. All clinic staff Gincluding support staff) attended a 4-hour training that 
included lecture, videos, small group activities, and patient-provider simulations before study 
initiation, and a 1-month post-intervention booster session.'*! Pocket guides and videos also were 
used to support provider education. }! 

In the PASHIN study, participants completed a computerized assessment that generated a 
tailored, theory-based advice sheet with prioritized objectives for providers to use during the 
routine clinical encounters that occurred approximately every 3 months.!”° The intervention also 
included a prescription to recap the providers’ intervention messages that was given to each 
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patient to take home.'*? For SUN, patients received prevention messages in written form and 
then had the messages reinforced by providers.'7! 

The RCT differed from the PASHIN and SUN studies because the counseling, scheduled 
around a routine primary care visit, was delivered by ethnically diverse, HIV positive members 
of the MSM community supervised by a clinical psychologist. '!® Treatment advocates received 
40 hours of training on specific CBT techniques and motivational interviewing. Weekly 
supervision with doctoral- and masters-level licensed therapists, as well as recorded session 
audits, allowed for over 85 percent compliance with program protocol.!!® During the four-session 
intervention, a computer was used for the advocate and patient to complete each prescribed 
module and create a behavioral plan.''® 


4] 


Table 12. Interventions aimed at behavioral risk reduction for LGBT populations 
Siudy, Design, 
Seiting 
Bachmann, 
2013'” 


Longitudinal 
Primary care, 
university-based 
HIV clinic 

Patel, 2012 


Prospective 
cohort, pre-post 


7 specialty clinics 
in 4 cities 


McKirnan, 2010'™ 
RCT 


3 primarycare 
clinics (gay/lesbian 
health center, 
public clinic, 
private medical 
center), Chicago 


Marrazzo, 2011 
RCT 


University-based 
clinic 


To test the effect of 
computer-as sisted 
(tailored per 
behavioral 
assessment), 
provider-delivered 
interventions on 
sexual risk 
behaviors. 

To test the effect of 
computer-as sisted, 
provider-delivered 
interventions on 
sexual behaviors 
and STIs. 


216 HIV- 
infected MSM 
treated with 
HAART 


317 HIV- 
positive, MSM 


To test the effect of 
individual 
counseling sessions 
on sexual 
behaviors. 


To test the effect of | 89 WSW 
individual aged 16-35 
counseling on with BV 


persistentor 
recurrentBV 


omputer-assisted, 
provider-delivered 
interventions during routine 
primarycare visits over 3 
years vs. assessments 
priorto intervention; staff 
received 5 hours oftraining 
on change models and 
sexual risk assessment. 
Computer-assisted, 
provider-delivered 
interventions over 2 years 
vs. pre-intervention visit; 
staff received 5 hours of 
training 


4 60-90 minute individual 
counseling sessions, 3- 
month call, 6- and 12- 
month followup sessions 
delivered by ethnically 
diverse, HIV-positive 
members of the MSM 
communityvs. usual 
primarycare 


Vaginal metronidazole 
(both groups) plus 
individual education to 
reduce misconceptions 
regarding BV vs. usual care 
(general STI education) 


Sample Size, | Intervention, Reported General 
Population Comparators Findings 


ignificantly reduced the 
number of unprotected 
insertive oral and anal 
intercourse acts and 
number of sexual 
partners, but not number 
of unprotected receptive 
analsex acts or HIV 
disclosure. 
STI incidence decreased 
and unprotected 
intercourse with HIV- 
positive partners 
increased butdid not 
change with HIV-negative 
partners or partners of 
unknown status; no effect 
on disclosure of HIV- 
positive status. 
Transmission risk 
(unprotected sex with 
HIV-negative partners or 
partners of unknown 
status) decreased at6 
and 12 months; overall 
unprotected sex (with 
partners of any HIV 
status) decreased at6 
months butwas not 
sustained at 12 months 
Increased glove use 
during digital-vaginal sex 
at one-month followup, 
but no effect on 
persistentor recurrent BV 
based on survival curve 
analysis 





BV =bacterial vaginosis; HAART = highly active antiretroviral treatment; HIV = human immunodeficiency virus; LGBT = 
lesbian, gay, bisexual, transgender; MSM = men who have sex with men; RCT = randomized controlled trial; STI = sexually 


transmitted infections; WSW = women who have sex with women. 


Both prospective cohort studies reported to significantly reduce most unprotected sexual 
behaviors, but not HIV disclosure.!?°!*! PASHIN also found reductions in STI incidence.!*! 


However, in addition to the lack of comparators, half the invited patients declined to participate, 
and 40 percent of enrolled patients in PASHIN did not receive all five provider-delivered 
interventions. The RCT intervention was effective in the short-term, but significant reductions in 
unprotected anal intercourse and transmission risk were not sustained at 12 months.''® More 
rigorous evaluation is needed to evaluate the effectiveness of these components used individually 
and in combination. 

One study addressed secondary prevention among WSW diagnosed with bacterial vaginosis 
(BV). Using focus groups, an informational intervention was developed to target misconceptions 
held by WSW, such as “women can’t get STDs by having sex with other women,” or “women 
who have sex with women don’t need pelvic exams.”'*’ This randomized trial was part of a 


larger, clinic based study of BV treatment failure among women who have sex with women.'?/ 
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In addition to addressing patient-specific misconceptions, the intervention targeted the use of 
gloves during digital vaginal sex, condom use for insertive toys, and use of water-based lubricant 
(gloves, condoms, and lubricant provided to intervention arm).'?’ Participants in the intervention 


arm were significantly more likely to use gloves during digital-vaginal sex; there were no 

differences in frequency of other target behaviors including receptive digital-anal sex, sharing 
sex toys without cleaning them, and vaginal intercourse with men without condom use.!?’ The 
intervention also had no effect on persistent or recurrent BV.'?’ 


Interventions Aimed at Changing Provider Knowledge, Attitudes, 
and Beliefs Through Trainings or Curricula 


Three provider training programs and curricula have been developed for providing care to 


LGBT populations,''®!?*: 
2-hour program for second-year medical students 
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but none have been rigorously evaluated. Two programs were short: a 
and a 3-hour seminar for post graduate year 


residents. One program ran 2 years as part of a medical curriculum. '28 To evaluate the impact of 
curricula, short programs used pre-/post-test designs while the undergraduate curriculum used the 
previous class cohort as a historical control. Table 13 gives summaries of the studies. 


Table 13. Summary of provider training interventions for LGBT populations 


tudy, Design, 
Seiting 
Kelly, 2008 


Pre-post 


University of 
California atSan 
Francisco 
McGarry, 2002 


Pre-post 
Rhode Island 


Hospital, Brown 
University 


Beagan, 2003" 


Prospective 
cohort, historical 
control 


Canada 


To evaluate the effect 
ofa shortseminaron 
second year medical 
students’ knowledge 
and attitudes toward 
treating members of 
the LGBT community. 
To evaluate the effect 
ofa shortseminaron 
MD residents’ 
preparedness and 
comfortwith dealing 
with psychosocial and 
sexual issues of 
members ofthe LGBT 
community 

To evaluate a course 
offered during the first 
and second years of 
the undergraduate 
medical curriculum 


LGBT = lesbian, gay, bisexual, transgender. 


ample Size, 
Population 
75 second year 
medical 
students 


37 general 
internal 
medicine 
residents 


132 third-year 
medical 
students: 

61 class cohort 
71 historical 
control 
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Intervention 


A 2-hour seminar: 
LGBT patientpanel 
anda scenario-based 
small group exercise 
led by faculty and 
physician members of 
the LGBT community 
A 3-hour seminar: 
video, lecture, and 
case study on health 
care needs and 
barriers among LGBT 
people and physician 
attitudes 


Weekly seminars on 
social issuesin 
medicine and socio- 
cultural differences, 
including gender, 
sexual orientation, 
race, and socio- 
economic status, 
affect the practice of 
medicine. 


Reported General 
Findings 

Improved (4/16 survey 
items) knowledge, 
attitudes immediately 


following the intervention. 


Increased self-reported 
preparedness to address 
LGBT health care issues; 
no significant change in 
mean provider comfort 
with gay men or lesbians, 
although 9/11 residents 
who were uncomfortable 
at pre-testimproved. 

No significant differences 
in medical students’ 
beliefs about how patient 
factors or their own 
backgrounds affect the 
care they provide. 





After the 2-hour seminar, four of the 16 items were significantly changed by the intervention 
(largest absolute change .57 on a 5-point scale).'?? Students more strongly disagreed with the 
following three statements after the intervention: “Access to health care is the same for LGBT 
people as for other members of the population;” “LGBT people are less likely than heterosexual 
people to be in long-term monogamous relationships;” and “I would prefer not to treat patients 
with gender identity issues.”(p.251)'*? Students more strongly agreed with the following 
statement after the intervention: “As a physician, I feel it is mportant for me to know about my 
patients’ sexual orientation, sexual practices, and gender identity.”(p.251)'7? This study had 
several methodological weaknesses, including absence of a control population, low response rate 
among eligible participants (52 percent), high baseline familiarity with the LGBT population, 
and no measure of effect of intervention over time.'?° 

In another study, after attending the 3-hour seminar, residents felt more prepared to deal with 
lesbian and gay health care issues (absolute change .47 on a 5-point scale).''° Mean changes in 
comfort summary scores were not significantly changed by the intervention, but trended in the 
direction of more comfort.''° Limitations of this study include the lack of a control group, small 
study population, unclear instruments, absence of measurement of effects over time, and high 
baseline reported comfort and knowledge of the population.''® It is not clear, however, whether 
either of these trammgs actually produced changes in attitudes or merely elicited the socially 
desirable response from physicians, immediately post-training. 

The 2-year intervention had no effect on medical students’ beliefS; students who received the 
intervention were as or more likely to believe social factors, including class, race, culture, 
religion, gender or sexual orientation, did not affect their education or practice. '** Limitations of 
this study include: response rates of 50-60 percent of the eligible population participated and an 
unclear test of statistical significance on individual characteristics. 


Psychosocial Interventions 


One study conducted a pre and post test of the effect of Supportive-Expressive group therapy 
on distress, anxiety and depression, self-efficacy, social support, physician satisfaction, and 
quality of life among 20 lesbian women who were recently diagnosed with primary breast 
cancer.!7° Outcome information was collected on all participants at baseline, 3, and 6 months; 
outcomes were collected for 17 of 20 participants at 12 months.'?° Participants met in groups of 
four or more, 12 times, for 90 minutes each session with 95 percent attendance at sessions. '~° 
Groups were led by lesbian clinical social workers; no other changes to the Supportive- 
Expressive therapy protocol were made.'”° The intervention reduced tension, pain, and anxiety, 
while improving mood, self-efficacy, and sleep. However, the intervention appeared to have a 
negative effect on perceived social support and no effect on patients’ rating of physicians or 
body image.'*? The ability to interpret these findings is limited by the absence of a control group. 


Discussion 


Overview 


Our main finding 1s that the evidence on which to base culturally competent LGBT health 
care does not (yet) exist. Disparities in the LGBT population are not well documented,’’ and 
research testing interventions to reduce health disparities is even more rare. Over 6,800 articles 
were reviewed, resulting in 11 included studies, only five of which were RCTs. 


Four approaches to cultural competence were observed: three studies used a person to deliver 
the intervention that was also a member of the LGBT population;''*'?°-!*° two used a 
combination of provider traming and prompts for the provider and patient during the clinical 
encounter;'””"'*! three studies focused solely on provider education;''®!?*'?? and three tailored an 
existing intervention to better reflect the target population. ee Sample sizes ranged from 20 
to 1,396. Less than half of the studies OM were RCTs. !18:122-124,126,127 Only one study (two 
manuscripts) used an attention control.'* 

While research on MSM remains under-resourced relative to HIV/AIDS disease burden,!** 
significant body of research has addressed how to deliver HIV prevention for this population 
using cultural competence approaches. This shows that the next step of conducting rigorous 
research addressmg LGBT health disparities can be successfully undertaken if resources are 
made available. 

This literature highlights the predominance of a parallel health care system for people with 
HIV/AIDS that grew out of mainstream fear at the height of the epidemic. AIDS service 
organizations (ASOs) in major urban areas (e.g., San Francisco AIDS Foundation, AIDS 
Project Los Angeles, and the New York Gay Men’s Health Crisis), as well as smaller 
community health centers throughout the country, provided medical and psychosocial care to 
gay, bisexual, and other MSM.”’ These centers became affiliated with universities and received 
funding from multiple sources, including the government. In the subsequent decades, with the 
advent of life-changing drugs (highly active antiretroviral therapy, or HAART), these centers 
continue to provide care and comprehensive services for people with HIV/AIDS, particularly 
newly diagnosed men of color who have sex with men. However, the infrastructure developed 
as aresult of the AIDS epidemic is now also used to deliver a host of other services to 
members of the LGBT community (see Fenway Health, fenwayhealth.org). This parallel health 
care system may inadvertently mask the need for cultural competence in the mainstream or 
nonspecialized health care system. Although many of the ideas for treating the LGBT 
population will likely come from the well-developed specialty care, using a segregated or 
supplementary system of care should be a patient-elected decision, not one driven either by 
stigma or the mainstream systems’ lack of skill. The past 5 years have seen significant attempts 
to end “AIDS exceptionalism,” by mainstreaming HIV care from ASOs into the health care 
system. 

The health care system plays a key role in eliminating health disparities among populations. 
However, the 2011 IOM report found that “LGBT individuals face barriers to equitable health 
care that can have a profound impact on their overall well-being” (p. 297).’’ LGBT patients 
report having to teach providers about their health care-related needs, experiencing provider 
discrimination, receiving inappropriate care recommendations, and even being denied care. '**!*° 
Past experiences and/or fear of such treatment reduces the likelihood that LGBT patients will 
disclose their sexual orientation or gender identity to providers.'°”"'** Disclosure in a health care 
encounter is associated with receiving more appropriate health services and better doctor-patient 
communication.'*?"!41 

Interventions aimed at changing the knowledge and attitudes of providers are a hallmark of 
cultural competence in other populations (although their effectiveness is not clear),°’ but most 
providers have little to no training in LGBT health.'*?:'*? Some protocols and recommendations 
have been published.'“*'*’ However, many physicians are not familiar with existing 
recommendations, hold misconceptions, and about LGBT patients, hold explicit and implicit 
biases against LGBT people, and are hesitant to inquire about support systems. In addition, many 
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are uncomfortable managing sexually transmitted infections (STIs) in LGBT populations. '**:!*° 


Training programs and curricula have been developed to overcome some of these barriers in 
knowledge, attitude, and skill, ''°!?? but none have been rigorously evaluated. The Fenway 
Institute is one of the sources of provider LGBT health education and training.'°° The American 
Association of Medical Colleges (AAMC) has also recently published a guideline including 
LGBT-based competencies for medical education curricula. 


Research Directions 


Research into other areas of health across the LGBT population remains extremely thin.’’ 
Our understanding of where important additional disparities might exist as well as interventions 
to address them has not been explored in full. As a result, health professionals may over-identify 
MSM and transgender populations with one disease (HIV/AIDS). Simultaneously, they may 
under appreciate or ignore the high rates of physical, mental, chemical, other sexual and 
relational health challenges facing LGBT patients and communities. Until this disparity is 
addressed, challenges such as the high rate of suicide in LGBT adolescents may continue to be 
largely ignored in the health system. Similarly, the lack of studies in transgender health care may 
contribute to it being viewed more as a specialty than part of competent comprehensive care. 

Likewise, across the LGBT population, we observed disparities within the disparity. 
Although an emerging body of research addresses culturally competent HIV-related services for 
men who have sex with men, few studies have examined culturally competent services for other 
LGBT populations. In particular, more research is needed on the provision of culturally 
competent services to sexual minority women, transgender people, and LGBT youth as well as 
on the provision of culturally competent services to gay and bisexual men beyond those related 
to HIV. Dual and multiple minority status also warrant attention and research. For example, 
LGBT people of color or LGBT people with disabilities may face intersecting and potentially 
synergistic challenges in health disparities and access to culturally competent care. More 
research is needed into the inter-relationship between health disparities and how multiple 
minority status influences risk and resiliency. 

The empirical evidence has not kept up with the social and political movements that are 
rapidly changing societal acceptance and surance access for LGBT people. A number of 
individuals and organizations have made recommendations about how to reduce barriers to care 
for LGBT individuals. Appendix E summarizes some other published recommendations. These 
suggestions form the basis for future research that assesses the effectiveness of their content. 


Limitations 

One of the major limitations of this review is the difficulty of distinguishing between cultural 
competence and the related concept of patient-centered care. For example, individual tailored 
interventions, such as an individualized cancer risk assessment, were deemed to be patient- 
centered care rather than cultural competence and were excluded on the basis of this 
distinction.’ Significant trials excluded based on these criteria are Project Enhance and the 
Healthy Living Project.'*'"'°* Project Enhance involved an individualized HIV prevention 
intervention delivered by medical social workers in concert with primary care visits at Fenway 
Health.'°' A movement toward individualized, patient-centered care is underway. Interventions 
that are adapted individually rather than culturally may prove to be as or more effective. 
However, this review is focused on cultural tailoring of interventions. 
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Conclusions 


The results of the search show a patchy literature set that highlights the intrapopulation 
diversity subsumed under the LGBT umbrella terminology. The literature also fails to recognize 
the intersections of LGBT populations with other populations experiencing health care 
disparities. The broader concept of diversity competence may be more appropriate for many 
people at these intersections. Further discussion of population mtersectionality and alternative 
constructions of cultural competence that address structural mequities can be found in Chapter 5. 
None of the included studies measured the effect of cultural competence interventions on health 
care disparities. The medium or high risk of bias of the included studies, the heterogeneity of 
populations, and the lack of measurement consensus prohibited pooling estimates or commenting 
about efficacy in a meaningful or responsible way. 
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Chapter 4. Racial/Ethnic Populations 


Introduction 


In the late 1970s and 1980s, the concept of cross-cultural medicine emerged from recognition 
and advocacy surrounding cultural and linguistic barriers to health care.’° In the early 1990s, 
increased emphasis on health care disparities expanded the focus of cultural competency 
programs and trainings beyond immigrant populations and interpersonal aspects of cross-cultural 
health care. New focal areas included health care systems and all racial and ethnic mmority 
populations experiencing health care disparities. With the aim of improving access and reducing 
health care disparities,'°> cultural appropriateness was framed as addressing cultural barriers to 
care and dimensions of provider quality.'°* Views of cultural competence (CC) have continued to 
evolve along with understanding of the structural sources of health disparities. New terms such 
as “structural competence” have been proposed for provider traning to emphasize structural 
aspects of health inequalities.'°° On the other hand, interventions to improve cultural competence 
of the health care system may reflect nuanced conceptualization of the multilevel sources of 
disparities, transcending the origins of the term “cultural competence” in cross-cultural medical 
encounters. 

Past systematic reviews have found an association between self-reported racism and illness 
among people of minority groups.'°°!*’ Perceptions of discrimination based on race/ethnicity are 
also associated with worse patient-reported experiences of care.'°* Past reviews have also found 
evidence of racism by health care providers toward minorities, although little is known about the 
extent of provider racism or how to measure it.'°”:'® Personally mediated racism includes 
underlying (often unacknowledged) prejudices among clinicians that cause them to treat others 
differently, with clinical consequences, according to race/ethnicity.'°’ Individual level racism can 
also manifest as omissions such as lack of services or failure to convey a welcoming 
environment. 

In many instances, discrimination against minorities is exacerbated by and rooted in 
socioeconomic issues. Mmorities are more likely to lack health insurance coverage and they are 
disproportionately covered by public programs like Medicaid, where reports of insurance-based 
discrimination (being treated unfairly by health care providers based on enrollment in public 
insurance or a lack of insurance) are higher.'©7-'®* Those who report insurance-based 
discrimination also report restricted and delayed access to care. '°° 


Health Disparities 


The Institute of Medicine defines health care disparities among population groups as the 
difference in treatment or access not justified by the differences in health status or preferences of 
the groups.'®* Disparities in health outcomes for minority groups defined by race and/or ethnicity 
are an enduring challenge within the health care system.'°° For example, compared with whites, 
both African Americans and Latino Americans encounter higher rates of preventable 
hospitalizations and complications from chronic diseases.'°° Difficulties in documenting health 
care disparities include the presence of multiple racial/ethnic subpopulations and ways of 
defining these subpopulations. '° 
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Cultural Competence 


Cultural competence has been variously defined and does not have a consensus definition. A 
foundational definition for racial and ethnic cultural competence was developed in 1989 through 
the Georgetown University Child Development Center: “Cultural and Inguistic competence is a 
set of congruent behaviors, attitudes, and policies that come together in a system, agency, or 
among professionals that enables effective work in cross-cultural situations. ‘Culture’ refers to 
integrated patterns of human behavior that include the language, thoughts, communications, 
actions, customs, beliefs, values, and institutions of racial, ethnic, religious, or social groups. 
‘Competence’ implies having the capacity to function effectively as an individual and an 
organization within the context of the cultural beliefs, behaviors, and needs presented by 
consumers and their communities.’'° 

An updated model of cultural competence produced by the National Center for Cultural 
Competence at the Georgetown University Center for Child and Human Development more 
explicitly posits cultural competence as an organizational or system capacity which requires 
understanding of the social, cultural, political, and economic contexts of health care 
organizations.'®* In this model, improved cultural competence leads to reduction in health care 
disparities as well as decreased bias and discrimination. 


Scope and Key Questions 


Scope of the Review 

This review examines the evidence for cultural competence interventions at the system and 
provider level designed to address known or suspected health disparities in people from 
race/ethnic groups. We do not address policy-level evaluations. 

Clarity about which interventions are within the scope of cultural competence versus those 
outside is important, but challenging. This review’s main focus is on whether cultural 
competency interventions change health care providers’ behaviors (such as communication and 
clinical decisionmaking), the patient-provider relationship, and/or clinical systems to ultimately 
result in better outcomes. The review focuses on interventions within the formal health system 
(such as located at clinic, led by a nurse, or treatment of a specific health condition that could be 
delivered within the formal health care system) rather than on public health outreach programs 
and other parallel systems outside the formal system. Within the clinical context, interventions 
aimed at improving care for all patients (such as patient-centered care or collaborative care) were 
excluded unless the intervention specifically addressed a cultural competence component and 
was compared with care without that component. Similarly, treatment interventions for health 
conditions were not in scope unless the intervention was specifically adapted to people from a 
particular raciaVethnic group and tested agaist a nonadapted and otherwise comparable 
intervention. The primary outcomes of interest were reductions in disparities among populations 
for a given health outcome measure. Since no studies directly evaluated disparity reduction, we 
focused on health outcomes and other patient-centered outcomes such as patient perceptions of 
cultural competence. 
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Key Questions 


KQ: What is the effectiveness of interventions to improve culturally appropriate health care 
for raciaVethnic mmority children and adults? 


PICOTS 


Table 14 provides the populations, interventions, comparators, outcomes, timing, and settings 
(PICOTS) of interest. The analytic frameworks can be found in Chapter 1 and Appendix A. 


Table 14. Review PICOTS—racial/ethnic populations 
PICOTS 
Racial/ethnic children and adults 


Intervention ultural competence/culturally appropriate care provider education and training 
Cultural competence/culturally appropriate care clinic-based interventions targeted to 
patients 
Cultural competence/culturally appropriate care clinic-based interventions targeted to 
providers 


Comparator groups Usual care 
Head-to-head trials of different strategies 


Outcomes 


Provider knowledge, attitudes ,and competencies (skills) in providing culturally 
competenthealth care 

Provider behavior, such as Clinical decisionmaking, communication 

Provider beliefs/cognitions aboutthe priority population, reduction in stereotyping, 
stigmatization 


Patient beliefs/cognitions such as improved trust, perceived racism 
Improved access to health services 
Utilization of health services 
Patient experience/satisfaction 
Patient health behaviors 
e Use of preventive services and other access to care measures 
Final health or patient-centered outcomes — reduced disparities in terms of: 
e Patient medical care outcomes 
e Patient mental health care outcomes (depression, substance use) 
Adverse effects of intervention(s) 
e Unintended negative consequences ofintervention 
PTiming——SCSCSC=*@d:éCVaible— depends onthe purpose ofthe intervention SSCS 
U.S. inpatient, outpatient, and community settings in which patients from priority 
populations are interacting with health care providers 
PICOTS = population, intervention, comparator, outcomes, timing, and setting. 


Methods 


This review followed the methods suggested in the AHRQ Methods Guide for Effectiveness 
and Comparative Effectiveness Reviews (available at 
www.eflectivehealthcare.ahrq.gov/methodsguide.cfm); certain methods map to the PRISMA 
checklist.’ We recruited a technical expert panel to provide high-level content and 
methodological expertise feedback on the review protocol. The protocol was posted on July 8, 
2014, at www.effectivehealthcare.ahrq.gov. This section summarizes the methods used. 





Literature Search Strategy 


We searched Ovid MEDLINE®, PsychInfo, and Cochrane EPOC from 1990 to June 2015. 
Keywords and MeSH terms to capture racial, ethnic, and immigrant population, cultural 
competence, and disparities were used. Searches and screening were performed iteratively to 
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identify concept boundaries and tighten the working definitions and eligibility criteria. The final 
search algorithms are provided in Appendix B. We also manually searched reference lists ftom 
systematic reviews and employed back and forward searching of key articles recommended by 
experts. 


Study Selection 


We reviewed bibliographic database search results for RCTs, systematic reviews, 
nonrandomized controlled trials, before and after case reports with comparators, and interrupted 
time series studies published in English language relevant to our PICOTS framework. All studies 
identified at title and abstract as relevant by either of two independent investigators underwent 
full-text screening. Two investigators independently performed full-text screening to determine 
if inclusion criteria were met. Initial search results were vetted by the full team, and decision 
rules, discussed below, to identify studies that met inclusion criteria were established for second 
and subsequent rounds of screening. The decision rules were designed to capture the distinction 
between how to make the health care system more culturally competent, not whether there is 
culturally competent care. Differences of opmion regarding eligibility were resolved through 
consensus adjudication. Articles excluded at full text are provided in Appendix C with reasons 
for exclusion. 

Eligible studies tested an intervention to provide culturally appropriate health care to children 
and adults from race/ethnic minority groups. We excluded interventions in which cultural 
tailoring was limited to language translation, patient-provider concordance, or culturally-tailored 
media (e.g., brochures, videos). The intervention had to be designed to improve cultural 
competence of the health care system. Only translating or adding a multicultural feature to 
patient materials was not sufficient. Patient-provider matching alone (based on race/ethnicity) 
was also not sufficient for nclusion. We excluded studies that examined racial or ethnic patient- 
provider matching as a sub-analysis of a larger study.'©”!”° 

We also excluded studies that lacked an appropriate comparator to test the cultural 
competence component(s) of the intervention. Because cultural competence was initially 
conceived for race/ethnic populations, we were stricter in our requirement of an appropriate 
comparator. Thus we excluded studies designed to compare variation in intensity rather than 
exposure to the cultural competence component(s) (e.g., authors described the comparator as 
low-dose, low-intensity, or mmimal); studies of interventions that were educational or elective in 
nature that compared a number of classes or visits in the intervention group versus waitlist, 
media (such as a brochure), one class only, or the control was otherwise not comparable; 
multisession, multicomponent educational interventions for chronic disease (such as diabetes 
lifestyle education with some degree of cultural tailoring) versus usual care; and studies 
otherwise designed without manipulation of cultural competence variables (such as comparing 
the delivery format of two culturally tailored interventions). A common design is to compare 
individual or group visits or calls over weeks, months, or years versus usual care (no outreach). 
This design may be appropriate to test the effectiveness of increased treatment intensity on 
disease management outcomes, but this type of study does not contribute to the evidence base 
regarding the effectiveness of cultural competence. At the strongest level, we identified a smaller 
set of included studies that examined interventions to improve cultural competence with an 
experimental design. 

Eligible settings were U.S. inpatient, outpatient, and community settings in which patients 
are interacting with health care providers. 
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We first assessed the relevance of systematic reviews that met inclusion criteria. If we 
determined that certain Key Questions or comparisons addressed in the previous systematic 
review were relevant to our review, we assessed the quality of the methodology using modified 
AMSTAR criteria.'7! 


Data Extraction, Synthesis, and Presentation 


We evaluated the risk of bias in included studies according to study design using criteria 
from the Cochrane risk-of-bias tool in interventional studies (Appendix D). Given the paucity of 
literature identified, the heterogeneity of the study populations and interventions, small study 
samples, the lack of details for complex interventions and comparators, and the high risk of bias 
assessment for most of the included studies, we determined the strength of evidence for cultural 
competence interventions, in general, to be insufficient and thus we were unable to draw 
meaningful conclusions from the literature. Therefore, we focused on summarizing the results 
into evidence tables and conducted a qualitative synthesis, grouping synthesis results using 
emergent patterns from identified mterventions, and evaluating the challenges of the literature 
that present barriers to formmg inferences from study results. Where we were able to use 
previously published systematic reviews that evaluated strength of evidence, we report that 
review’s strength of evidence finding. One investigator abstracted the relevant data from eligible 
trials directly into evidence tables. A second investigator reviewed evidence tables and verified 
them for accuracy. 


Results 


Literature Search Results 


We identified 12,533 unique English language citations (Figure 6) from 1990 to June 2015. 
After excluding articles at title and abstract, full texts of 223 articles were reviewed to determine 
final inclusion. Twenty-one articles representing 18 unique studies met eligibility criteria. 
Additionally, one systematic review and one overview of systematic reviews addressed provider 
education.” '"'’” We report the strength of evidence assessed by the previously published 
systematic review of provider traming. Six studies examined interventions to improve cultural 
competence in patient-provider interactions: two randomized trials at the physician level,'’*'”* 
one cluster-rando mized trial,!”> one randomized trial at the patient level,!”° and two controlled 
trials.'’”'78 Ten randomized trials and two controlled observational studies examined 
interventions to improve cultural competence/cultural appropriateness of clinical treatment. 
Individual studies were generally high risk of bias (Appendix D). Since the risk of bias and 
heterogeneity of the studies precluded any strength of evidence other than insufficient, we 
describe the studies by emergent patterns. 


179-187 
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Figure 6. Literature flow diagram—racial/ethnic populations 


Initialreferences =14,720 


Excluded duplicates and non-English = 2,187 


Unique references = 12,533 


Excluded attitle andabstract =12,314 


Full text =219 


Excluded at full text 
Design 
Not culturally competentintervention 


Not healthcare 
Not population 
Excluded systematic reviews 


Hand search included =2 





IncludedArticles =23 
Unique Studies = 18 (21 articles) 


Systematic reviews = 2 





The two reviews and 18 individual studies fell into three categories: interventions of provider 
traming to improve cultural competence (n=1 overview of systematic reviews, n=1 systematic 
review); interventions to improve provider/patient contact (n=6); and culturally tailored 
interventions (n=12). 

Patient populations represented in the 18 mdividual studies included African American, 
Hispanic/Latino American, Asian American (East Asian or Korean ethnicity), and American 
Indian and Alaska Native (AI/AN). Among the six studies that examined interventions to 
improve cultural competence in patient/provider interaction, three studies sampled African 
American patient populations and three focused on Hispanic/Latino Americans. Of the 12 studies 
that examined culturally tailored interventions for treatment of specific health conditions, three 
studies included African Americans, three included Asian Americans, one included AI/ANs, and 
six included Hispanic/Latino Americans, one of which included both African American and 
Latino men (Table 15).'** No studies addressed culturally competent care specifically for 
children or older adults. 


Table 15. Cultural competence intervention type by race/ethnicity and health condition 


Type of 
Cultural 
Competence 
Interventions 
Provider 


Number of | African American 


2 (1 review | Various 


Asian 
American 


Hispanic/Latino 
American 


Various Various 


AV/AN 


education of 5 RCTs, 
1 review of 


19 reviews) 


Patient/provider 
interaction 


interventions 


2 medical visits 
Michalopoulou 20108 
Penner, 201 3 


74 


1 mental health 
Cooper, 2013'” 


D’Eramo, 2010” 

1 substance abuse 
Calsyn,2013'® 

1 depression 
Kohn, 2002" 


1 cancer screening 
Aragones, 2010'” 
2 mental health 
Alegria, 2008” 
Alegria, 2014" 
cancer screening 
Breitkopf, 2012'” 
1 diabetes and depression| Pan, 2011 
Ell, 2011'% 1 smoking 
1 pregnancy Kim, 2015'* 
Marsiglia, 2010'% 


187 


smoking 
cessation 
Smith, 2014 '" 


3 substance abuse 
Burrow-Sanchez, 2012 
Calsyn, 2013'® 
Lee, 2013 

AI/AN = American Indian and Alaska Native; NF = not found; RCT = randomized controlled trial. 
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Interventions for Provider Education 


We identified two high quality systematic reviews that addressed provider education 
interventions. (See Appendix D for review quality assessment.) A recent Cochrane systematic 
review by Horvat et al.°! included five RCTs that evaluated the effect of provider training on 
patient outcomes for culturally and linguistically diverse (CALD) populations and found low- 
strength evidence that cultural competence training had mixed effects for intermediate outcomes 
and no effect on treatment outcomes. Table 16 presents the reported findings in detail. 


Table 16. RCTs of cultural competence provider training for CALD patients compared with no 
training in primary care setting in high-income countries 


Number of 
Participants 
(Studies) 


Treatmentoutcomes 
(different measures)* 


Health behaviors 
Involvement in care 


(mutual 
understanding)” 


Evaluations of care 
(different measures)° 





Reported 
Quality of the 


Evidence 
2767 
2 studies (1 
international)? 


No evidence of effect on treatmentoutcomes in two 
studies; the proportion who achieved cholesterol control 
target over 12 months and weightloss over 6 months 
were assessed. 

Client concordance with attendance significantly improved 
for the intervention group across three counselling 
sessions. Women in intervention group were 1.5 times 
more likely to attend the third counselling session (RR 
1.53, 95% Cl 1.03 - 2.27) 

One study in the Netherlands reported improved mutual 
understanding between one in five patients (described as 
“mainly Turkish, Moroccan, Cape Verdean, and 
Surinamese patients”) and their largely “Western” GPs 
(mostly Dutch) (SMD 0.21, 95% Cl 0.00 - 0.42) 

Three studies showed mixed outcomes. No evidence of 195 

effect on evaluations of care between intervention and 3 studies 
control group participants in two studies ; a third study (2 international)® 
showed significantimprovements in client perceptions of 

their health professional after cultural competence training 


(international)® 
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Number of Reported 
Participants Quality of the 
(Studies) Evidence 





Health professionals’ {No evidence of effect on clinician awareness of racial 87 Low 
knowledge and differences in the quality of diabetes care for black clients (1 study) 
understanding was found in one study among the proportion of clinicians 
(awareness of racial acknowledging racial disparities in care occurred “very 
differences)° often” or “somewhatoften” (RR 1.37, 95% Cl 0.97-1.94), 
with no adjustmentfor clustering 
ae aa 


Adverse events None of the included studies measured adverse 
outcomes. 


Source: Horvat 2014 Cochrane systematic review 


CALD = culturally and linguistically diverse; CI = confidence interval; GP = general practitioner; RCT = randomized controlled 

trial; RR = relative risk; SM D = standardized mean difference. 

* Rate of achieving control target of LDL cholesterol <2.59mmol/L (<100mg/dL) in previous 12 months and change in patient 
weight (pounds). Data in both studies collected from patient records. 

> Validated scale to measure mutual understanding by comparing GP and patient assessments of consultation. Responses could 
range from -1 (total misunderstanding) to+1 (complete mutual understanding). GPs completed the questionnaire immediately 
after the consultation and patient interviews were conducted 3 to 8 days after a consultation. 

° Measures include dichotomous measure of patient satisfaction with consultation, which was measured in patient interviews at 
home 3-8 days after GP consultation. There were two continuous measures: Patient reported physician cultural competency, 
which asks patients about 13 physician behaviors using 5-point scale with score transformed toa 0 to 100 scale, a single 
dimension (attractiveness) from validated scale with 12 7-point bipolar items, Client perception of counselors (’attractiveness’). 

4 Clinician awareness of racial differences in care measured witha 5-point Likert scale (very often to very rarely). 

° Outside of scope of main review due to limited generalizability. 


The second review was a recent overview of systematic reviews by Truong et al. that 
included 19 individual reviews.!’* We synthesized the provider training results of studies 
included by Truong et al. in relation to Horvat et al. (see Appendix Table D3). (Since many of 
the studies in the reviews included by Truong et al. were not limited to provider training, we also 
screened these studies for possible inclusion based the criteria of this review.) We cross-walked 
the included sets of studies and treated additional studies identified in the Truong et al. overview 
as a sensitivity analysis of the Horvat et al. results.°' 

Of the 19 systematic reviews included by Truong et al., six focused on patients only and 13 
had provider training within the review scope, with 5/13 reporting additional observational data 
on provider training outcomes broadly within the scope of Horvat et al. and our review. !?7"!7° 
Other topics explored by the reviewed literature include provider training specific to Australia’?’ 
and international experiences in nursing education.'?*!°? One review that aimed to study 
structures and processes in the development of a culturally competent workforce included 
primarily descriptive articles,?°° and a contextual review included articles that normally would 
not be included in a systematic review of mterventions. Two reviews included studies of 
provider training that fully overlapped with those included by Horvat et al.?°'*°? and one review 
included one provider traming study that did not add data to the outcomes reviewed by Horvat et 
al. 

Truong et al. included an earlier influential review by Beach et al.'?” describing the weak 
study designs overall and lack of uniformity in specifying interventions and measuring 
outcomes. Much of the literature on health care provider training relies on self-reported provider 
outcomes.'?**!9?.?°% Beach et al. reported positive evidence for the effect of cultural competence 
traming on provider knowledge and attitudes, some evidence that training improves patient 
satisfaction, and no studies that tested patient treatment outcomes. 

The additional evidence contributed by observational studies of provider training within the 
Truong et al. overview of reviews aligned with the results found by Beach et al. 
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Observational studies, often with a pre/post design, consistently reported improvement in 
provider knowledge and attitudes, and patient evaluations of care. However, RCTs have found 
low strength evidence of no effect on provider knowledge or treatment outcomes, mixed 
evidence for patient evaluations of care, and low strength evidence of effect on health behaviors 
and mutual understanding based on single studies.! 

The eight observational studies ftom across the five systematic reviews included by Truong 
that were not included by Horvat or Beach did not add data to three of the five outcomes 
assessed by Horvat et al.: patient treatment outcomes, health behaviors, and involvement in care. 
Study designs were primarily pre/post, which precludes strong conclusions. Six observational 
studies reported improvement in provider knowledge/attitudes after cultural competence training, 
similar to the findings of Beach et al.'?*"!°° Incontrast, one RCT reviewed by Horvat et al. found 
no evidence for the effectiveness of provider training on provider knowledge.?°° This study 
examined clinician awareness of racial differences in the quality of diabetes. Two observational 
studies reported improved evaluations of care: patient family satisfaction, perceived 
environmental changes favoring patients’ interests and ‘ethnic affinity’ toward staff. '?° However 
for this outcomes domain, Horvat et al. reported mixed results. Two RCTs conducted outside of 
the United States indicated no effect,?°°*°’ while one RCT showed improvements in patient 
perceptions of their health care providers after cultural competence training.?”* 


Interventions To Improve Patient/Provider Interactions 


Diverse interventions were used in the six studies that addressed cultural competence in 
patient/provider interactions (Table 17). Two studies broadly addressed cultural competence in 
medical visits by African American patients through the use of a “common identity” treatment 
(to enhance their sense of commonality) with racially discordant patients and physicians'’* or 
administration of a pamphlet prior to a medical visit.'’* Although we generally excluded 
culturally tailored pamphlets, we included the Ask Me 3 pamphlet intervention because it was 
designed specifically to promote patient-provider interaction rather than to communicate specific 
health information.'’* Two studies examined educational interventions to promote 
decisionmaking skills and patient empowerment among Latino mental health patients.'’°'’’ One 
study examined a culturally tailored collaborative care intervention for physicians aimed at 
improving the care of African American mental health care patients.'’° Lastly, one study 
examined a culturally sensitive, multi-level intervention (an educational video and brochure for 
patients along with a patient-delivered paper-based reminder for the physician) designed to 
improve colorectal cancer screening rates among Latino immigrant primary care patients.'” 

Whereas most studies tended to compare the intervention with usual care, one study 
compared patient-centered, culturally tailored collaborative care (clinician training to enhance 
participatory decisionmaking and care management focused on explanatory models, socio- 
cultural barriers, and patient preferences) versus a carefully-reported intervention defined as 
standard collaborative care.'’° 
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Table 17. Interventions to improve patient/provider interactions for racial/ethnic minorities 
tudy, Design, A ample Size, ntervention, Reported Genera 
Alegria,2014°" |Todeterminewhetheran  |(n=647) 3-session DECIDE Patients assigned to 
educational strategy that Mental health educational DECIDE reported 
Randomizedtrial |teaches patients to ask patients with intervention vs. giving |significantincreased 
questions and make predominantlylow |patients abrochureon | activation and self- 
13 community collaborative decisions with | educational managementof management, butno 
outpatient mental | their providerimproves attainmentand non- | behavioral health effect on engagement 
health clinics in patient activation, self- employment, 66% or retentionin care. 
Massachusetts management, engagement,| Latino, 16% white, 
and retention 11% black 
ooper, 2013 To compare the (n=2/primarycare |Patient-centered, Both groups showed 
effectiveness of patient- clinicians and 132 | culturally tailored similarimprovements in 
Cluster centered, culturally tailored | patients) collaborative care clinical outcomes; the 
randomizedtrial | collaborative care vs. African-American (clinician training to control group had highe 
with patient-level }|standard collaborative care | patients withmajor |enhanceparticipatory |treatmentrates;the 
ITT analyses for African-American depressive disorder, | decisionmaking and intervention group had 
patients with depression range of care management higher odds of patients 
Urban community- socioeconomic including socio-cultural | rating their clinician as 
based practices in backgrounds barriers, preferences) |participatory and rating 
MD and DE vs. standard their care manager as 
collaborative care helpful. 
Penner, 2013' |To determine whether an Nonblack physicians] Common identity Four and 16 weeks 
interventionbasedonthe |(n=14;11Asianor |treatment(to enhance |after interactions, 
Randomizedtrial |commonin-groupidentity | South Asian, 3 their sense of patienttrust of their 
(at physician level)| model would change white) and low- commonality) vs. physician and 
physician and patient income Black control (standard health | physicians in general 
Family medicine |responses in racially patients (n=72) information) was significantly greater 
residencytraining | discordant medical in the treatment 
clinicin Detroit, MI | interactions and improve condition. At 16 weeks, 
adherence adherence was also 
significantly greater. 
Aragones, o assess the effectiveness | (n= ulturally sensitive, e intervention was 
ofa multilevelintervention | Pairs of primary multi-level intervention |successful in increasing 
Randomized trial |in increasing the rate of care physicians and | to promote CRC rates of completed CRC 
(at physician level)| colorectal cancer screening | Latino immigrant (educational material for} screening primarily 
(CRC) screening among patients,age 50 and|the patientand a through increasing 
Primary care, Latino immigrants older patient-delivered paper-| adherence after 
urban teaching based reminder for their] screening was 
hospital, diverse, physician) vs. usual recommended. 
underserved care 
population 
Michalopoulou, To evaluate the effect of (n=64) Receiptof the Ask Me_ | Intervention participants 
2010'% receiptof the Ask Me 3 African Americans |3 pamphlet, which who saw their regular 
pamphletpriorto a medical | with low income and| encourages patients to | physician reported 
Controlled trial visit on African American low educational ask questions of higher satisfaction. All 
patientsatisfaction and attainment physicians, prior to found the questions to 
Clinic in Detroit, perceptions of physician physician visitvs. not | be helpful. 
MI cultural competency receiving pamphlet 
Alegria, 2008 To evaluate the effect of the} (n=231;141 Receiptof a 3-session | Participants showed 
Right Question Project- intervention, 90 intervention to teach increased retention, 
Controlled trial Mental Health (RQP-MH) comparison) patients effective scheduled visits, 
training on patient self- Mental health questioning, attendance at 
2 community reported activation and patients ,80% decisionmaking skills, |scheduled visits, and 
mental health empowerment Latino, with andempowermentin  |self-reported patient 
clinics serving predominantlylow | relation to their care vs. | activation, but not self- 
primarily Latino educational not receiving the reported patient 
and other minority attainmentandlow |intervention empowerment. 
patients employment 
ITT = intention-to-treat; DECIDE = Decide the problem, Explore the questions, Closed or open-ended questions, Identify the 
who, why, or how of the problem, Direct questions to y our health care professional, Enjoy a shared solution; CRC = colorectal 
cancer screening. 
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Only one of the six studies assessed clinical outcomes (Table 18).'”° This cluster-randomized 
trial of patient-centered, culturally tailored collaborative care versus standard collaborative care 
reported a full spectrum of outcomes ranging from depressive symptom reduction and treatment 
rates to patient ratings of clinicians’ participatory decisionmaking and ratings of care managers’ 
helpfulness in identifying concerns, identifying barriers, providing support, and improving 
treatment adherence. Five of the six studies included patient perceptions as outcomes. Five 
included outcomes related to health care utilization or adherence, and one of these reported only 
adherence.'’* Two studies evaluated patient-reported activation and empowerment!”’ or self: 
management.'’° One study of a common identity treatment for racially discordant patients and 
physicians evaluated both patient and provider perceptions of being on the same team, patient 
trust of their physician and physicians in general, patient perception of patient-centeredness, and 
patients’ adherence to physician recommendations.'’* One study reported the Perceived Cultural 
Competency Measure, as well as patient satisfaction and perception of participation and fair 
procedures.'’* No studies examined adverse effects or unintended negative consequences of the 
interventions. 

All six studies of cultural competence in patient/provider interaction reported that their study 
outcomes support the effectiveness of the intervention.'!’*'”*'** One study of an educational 
intervention for patients reported effectiveness in self-reported patient activation and self- 
management but no effect on treatment retention.'’° One study reported no overall differences 
among groups, but in a post hoc subanalysis, people who were seeing their usual provider were 
more satisfied if they used the pamphlet.'’* 


Table 18. Outcomes for interventions to improve provider/patient interactions among racial and 
ethnic minority populations 


Study Provider Patient Patient Health Care Clinical 
Attitudes or Perceptions Satisfaction Utilization or Outcomes 
rereeptions Se 


Alegria, 2014 PNM Ss Si SNM SS} 
Cooper, 2013 ——— $$ 


a 
CNM CNM] 
at 


t Siphitionst findings in support of intervention; ~ No signiinet findings; “both groups oA with no guia difference 
among groups; | Significant findings in support of control group; NM = not measured. 





Culturally Tailored Interventions 


The 12 studies of culturally tailored health care interventions focused primarily on treatment 
of chronic physical or mental health conditions (e.g., diabetes, depression, substance abuse) 
(Table 19). Studies including African American patients examined interventions for diabetes,'** 
depression, '** and substance abuse;'** those including Hispanic/Latino Americans examined 
interventions for cancer screening,'’? diabetes and depression,'®’ pregnancy,'*° and substance 
abuse; !8°-185-188 those including Asian Americans examined interventions for diabetes,'”° 
phobia'®’ and smoking cessation,'*? and the study including AI/ANs examined an intervention 
for smoking cessation.'”! 

Eight of the 12 studies of culturally tailored health care interventions directly compared a 
culturally tailored version with a standard version of the same 
intervention, '/:180-184.185.187,188.190.191 Three of these studies involved a single session of 
psychological treatment'*?-'®” or a single phone call from a nurse.'’? One study compared four 


sessions of culturally tailored versus standard individual counseling for smoking cessation, with 
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both groups also receiving 12 weeks of varenicline.'°! The counseling sessions were designed to 


be the same except for the addition of culturally tailored components to address tobacco-related 
issues among Menominee and other AI/AN smokers. Another study compared 12 weeks of 
culturally accommodated versus standard cognitive-behavioral substance abuse treatment (S- 
CBT).'*° Cultural accommodation involved modifying cultural variables for relevance to Latino 
adolescents, resulting in a culturally tailored treatment manual. Similarly, one observational 
study compared 16 weeks of culturally accommodated versus standard cognitive behavioral 
therapy (manualized) for depression among African American women with multiple 
psychosocial stressors.'** One study examined a culturally adapted version of Real Men Are Safe 
(REMAS-CA), an HIV prevention intervention for Hispanic or Aftican American men in 
substance abuse treatment.'** Results of the pilot test of REMAS-CA were compared with results 
of the original REMAS trial among minority participants. One observational study compared a 
culturally specific program for Asian Americans with type 2 diabetes with white patients with 
diabetes.'”° Both groups received care within the same diabetes center and time period. 

The other four studies involved less direct comparisons. In a study of diabetes education for 
black women, the experimental group received slightly more sessions (11 weeks versus 10 
weeks) and the intervention had a stronger cognitive behavioral focus than the control group, in 
addition to being cultural tailored versus nontailored.'*? In one study of a culturally tailored 
intervention for smoking cessation among Korean Americans, the experimental group received a 
40-mmute intervention while the nontailored group received a 10-mmute intervention, but the 
duration was 8 weeks for both groups.'*? One study that included predominantly Hispanic 
diabetes patients with major depression symptoms compared socio-culturally tailored 
collaborative care with enhanced usual care.'*’ Lastly, one study that included pregnant, 
immigrant Latinas compared Prenatal Partners (cultural brokers who showed participants how to 
navigate the health system, selfadvocate, and communicate with providers) with usual care.'*° 


Table 19. Culturally tailored interventions among racial and ethnic minority populations 


ample Size, Intervention, Reported General 
Population, Comparators Findings 
Setting 


versions ofnurse A theory-based, culturally 
a culturally targeted targeted message was not 
Randomizedtrial |interventionon more effective thana 
adherence to followup risk of cervical abnormal results): nontargeted message or 
6 Regional and amonglow-income and |cancer,age18- |culturallytargetedvs. |standardcareinimproving 
Maternal Child minoritywomen who 55, 63% Hispanic] nontargeted patient | behavior. 
Health clinics in experience an abnormal activation vs. standard 
southeast Texas Pap test 
Kim, 2015™ o evaluate a culturally y 
adapted smoking Korean American | tailored (40 minute) —_| verified 12-month 
Randomizedtrial |cessationintervention for | smokers vs. nontailored (10 abstinence was higher for 
Korean Americans minute) individual the experimental group. 
Delivered by counseling sessions; 
trained therapists both groups received 
in NY and NJ nicotine patch 
Smith, 2014” To evaluate the effect of | (n=103) 4 sessions of No significant difference in 
culturally adapted Menominee and culturally tailoredvs. | 7-day, biochemically 
Randomizedtrial |treatmentfor Al/AN other Al/AN standard individual confirmed abstinence at6 
smokers in the smokers,mean_ |counseling sessions; |months. 
Menominee tribal age 40, 58% high | both groups received 
community. schoolorless 12 weeks of 
varenicline 





re) 


Siudy, Design, 
Seiting 


Calsyn,2013°” 


Pilot vs. subgroup 
of randomized trial 


4 community 


treatmentprogram 
clinics 


Le, 2013” 
Cohort study 


Diabetes clinic, 
Boston, MA 


Lee, 2013” 
Randomized trial 
Delivered by 
trained therapists in 


Providence, RI 


Burrow-Sanchez, 
aoig'? 


Randomized trial 
Delivered by 
therapists ina 
Mountain West 
state 


Ell, 2011" 


Randomized trial 


To determine the 
acceptabilityand 
effectiveness ofa 
culturally adapted version 
of REMAS-CA, an HIV 
prevention intervention 
for menin substance 
abuse treatment 


To examine the 
effectiveness ofa 
culturally specific pilot 
clinic for Asian Americans 
(AA) in reaching glycemic 
target in comparison with 
white counterparts after 
12 months ofcare 


To evaluate a culturally 
adapted version of 
motivational interviewing 
versus a standard version 
for heaw drinking Latinos 


To compare the feasibility 
and relative efficacy of a 
culturally accommodated 
version of cognitive- 
behavioral substance 
abuse treatment (A-CBT) 
to a standard version (S- 
CBT) among Latino 
adolescents 


To determine sustained 
effectiveness of 
socioculturally adapted 
collaborative care in 


2 community safety | reducing depression 


net clinics operated| symptoms andimproving | major depression 
by the Los Angeles | treatment 1 year following} symptoms 


County Department] intervention completion 


of Health Services 


Sample Size, 
Population, 
Seiting 

(n=54 REMAS- 
CA, n=63 
REMAS) 

Men insubstance 
abuse treatment; 
subanalysis of 
African American 
or Hispanic men 


REMAS-CA pilot 
study results vs. 
REMAS original trial 
results 


(n= 109 AA, 
n=218 white) 

AA and white 
adults with type 2 
diabetes, mean 
age 62, 34% high 
schoolorless, 
98% with health 
insurance 


ulturally specific 
clinic vs. standard 
care within the same 
diabetes center; 
comparable mean 
MN/NP visits (2.7 AA, 
3.1 white) and mean 
education visits (2.8 
AA, 3.3 white) 


(n=57) 

Latino heavy 
drinkers, English- 
speaking, mean 
age 35, mean 
education 12 
years, mostlylow- 
income 

(n=35) 

Latino 
adolescents with 
substance abuse 
referred via the 
juvenile justice 
system (95%) or 
parents (5%), 
94% male 


Single 1.5 hour 
session ofculturally 
adapted motivational 
interviewing vs. 
standard motivational 
interviewing 


Culturally 
accommodated 
version of cognitive- 
behavioral substance 
abuse treatment (A- 
CBT) for 12 weeks vs. 
standard version (S- 
CBT) 


12-month 
socioculturally 
adapted collaborative 
care (psychotherapy 
and/or 
antidepressants, 
telephone symptom 
monitoring/relapse 
prevention) vs. 
enhanced usual care 


(n=387) 
Low-income, 
predominantly 
Hispanic diabetes 
patients with 
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Intervention, Reported General 
Comparators Findings 


Intervention completion was 
not significantly different 
between REMAS-CA 
participants and minority 
meninthe REMAS study. 
For menwith casual 
partners, the number of 
unprotected sexual 
occasions had higher odds 
of decrease for REMAS-CA, 
but for regular partners there 
was no difference. 

No significant differences at 
baseline and after 12 
months in the proportion of 
patients with A1C 27% and 
rate of A1C decline; factors 
associated with lack of 
success in AA but not 
whites: older age, less 
education, less likelihood of 
having health insurance, 
need for more educational 
visits. 

Significantdeclines across 
both groups were foundin 
heaw drinking days/month 
and drinking consequences, 
with greater reductions for 
drinking consequences for 
culturally adapted treatment 
at 2 and 6 months. 
Participants in both 
conditions demonstrated 
similar retention and 
satisfaction rates, and 
significant decreases in 
substance use, with slight 
increases at3 months. 
Substance use outcomes 
were moderated by two 
cultural variables: ethnic 
identity and familialism. 

At 2 years, more intervention 
patients received ongoing 
antidepressants and had 
sustained depression 
symptom improvement. For 
functional impairment, 
diabetes symptoms, anxiety 
and socioeconomic 
stressors, group bytime 
interaction favored the 
intervention group but was 
no longer significant at 2 
years. 





Siudy, Design, Sample Size, Intervention, Reported General 
Seiting Population, Comparators Findings 
; Seiting 


Pan, 2011° To evaluate a culturally | (n=30) Culturally adapted vs. |Both OST-S and OST-CA 
adapted OST (OST-CA) | Adults of East standard one-session | were effective at reducing 
Randomizedtrial |versusa te one-_ |Asianethnicity treatmentvs. self-help] phobic symptoms compared 
sessiontreatment(OST- | with phobia, with self-help control. 
University on the S) among phobicAsian |meanage 22 
Westcoast Americans 
D’ Eramo Melkus, |To compare the effect of |(n=109) 11-week culturally Both groups improved in 
2010 a culturally relevant group | Black, relevant, cognitive metabolic control, quality of 
diabetes intervention with | predominantly behavioral group life, and perceptions of 
Randomizedtrial |ausualdiabetes low-income diabetes self- provider care. The DSMT 
education interventionon |womenwith type |managementtraining | group had better outcomes 
Nurse-led physiological and 2 diabetes (DSMT) vs. 10-week Jin mental health domains at 
intervention and psychosocial outcomes in usual diabetes group |24 months. 
nurse practitioner- | Black women education with 
delivered visits discussion sessions 
within primarycare 
in urban, southern 
New England 
Marsiglia,2010°~ | To evaluate the Pregnant, low- Prenatal Partners, Initial findings showa 
effectiveness ofa income, (cultural brokers who | significant effect of the 
Randomizedtrial | culturally tailored immigrantLatina |showed participants | intervention, with 
intervention on rates of women (n=440) |howto navigate the participants in the 
Women’s Health | return of Latinas toa healthsystem,self- | experimental group returning 
Clinicin Phoenix, | postpartum visit advocate, for their postpartum clinic 
AZ communicate with visit at a higher rate in 
providers), one-on- comparison with the control 
one visits over about4| group. 
months vs. usual care 
Kohn, 2002'” To evaluate cultural African American | Culturally adapted, Women inthe adapted 
adaptation of a CBT women with manualized CBT vs. | group exhibited a larger drop 
Cohort study intervention among major depression | demographically- in depression symptom 
depressed low-income and multiple matched women who |scores; statistical 
Outpatient African American women |stressors (poor, |hadbeenpreviously | significance notevaluated. 
Depression Clinic | with multiple stressors mostly treated by CBT; 16 
atSan Francisco |(e.g., economic strain, unemployed and | weekly sessions of 
General Hospital |family-related problems) | with comorbid 90-minute group 
health conditions)} therapy 
A-CBT = accommodated version of cognitive-behavioral treatment; AI/AN = American Indian and Alaska Native; CBT = 
cognitive behavioral therapy; OST-CA = one session treatment—culturally adapted; OST-S = one session treatment—standard; 
REM AS-CA = Real Men are Safe—culturally adapted version; S-CBT = standard cognitive-behavioral substance abuse 
treatment. 





Most studies of culturally tailored interventions reported clinical outcomes and the majority 
also reported health care utilization or adherence (Table 20). One study reported therapeutic 
working alliance as perceived by the patient and therapist,'*’ one study reported perceived 
provider support for diet and exercise,'*” and one reported patient satisfaction.'*® One study 
examined adverse effects and reported no serious adverse effects.'”! 

Three studies reported no results in support of cultural tailoring,'7?!°°'?' with one of these 
studies reporting improvement in both groups and different factors contributing to lack of 
success among people receiving care at the culturally specific clinic.'?? One study reported no 
overall results favoring tailoring but supportive results mediated by cultural variables.'*° The 
other eight studies reported positive findings for culturally tailored interventions. For two 
studies, both culturally tailored and nontailored interventions were effective with some evidence 
of additional benefit for the culturally tailored intervention.'*?'*’ There was some selective 
emphasis in outcome reporting,'** and one study did not test outcomes for statistical significance. 


61 


Table 20. Outcomes for culturally tailored interventions among racial and ethnic minority 
populations 


tudy Provider Patient Patient Health Care linical 
Attitudes or Perceptions | Satisfaction | Utilization or Outcomes 
Perceptions Adherence 


Breitkopf, 2014" NM 
Kim, 2015 
mith, 2074 NW 
Calsyn, 2013" NM 
Le, 2014™ 

M 

= 

M ixed: : 
baa 
NM 


N 


Burrow-Sanchez, 2012” 
Ell, 2011" 
Pan, 2011°° 
D’Eramo Melkus, 2010" 


Marsiglia, 2010 Nw PNM 
Kohn, 2002 ™" PNM NM 
t Significant findings in support of intervention; < No significant findings; “both groups improved with no significant difference 
among groups; | Significant findings in support of control group; NM=not reported; ” treatment group reported larger clinical 
improvement but statistical significance not assessed. 


P| 
Tied TT o*_| 


> 
oO mixed: t / << 





PNM [Nw 
Lee, 2013" N 

[NM id 

[NM fod 

NM 

NM 


Note: Pan study, conducted as hy pothesis-testing, reported some findings in support of the culturally tailored intervention, but if 
the authors had corrected the significance level for multiple outcomes, the results would not have been significant. 


Discussion 


Overview 


Overall, the cultural competence mtervention literature for racial/ethnic groups is still sparse 
and patchy. While several studies assessed changes in clinical outcomes, studies that directly 
address whether culturally competent interventions reduce the disparities gaps among race/ethnic 
groups and whites are not present in the literature. A few larger minority populations were 
represented in the literature, but many were absent, such as South Asian, or minimally 
represented, such as AAI/AN. None of the included studies specifically addressed people of 
multiracial or mixed ethnic background. While reviews were available on provider education 
interventions, only one individual study was targeted at the level of the health system.'”* 

To move beyond provider education, we evaluate both studies clearly labeled as cultural 
competence and studies of diverse interventions aimed to improve the care and/or reduce health 
care disparities for minority patients at the provider and system level which were grounded in a 
variety of conceptual or theoretical models perhaps contributing to cultural competence. Of those 
studies that rose to the level of experimentally testing cultural competence interventions, we 
found a heterogeneous mix of studies that loosely fit into two intervention categories: (1) 
interventions to improve patient/provider interactions and (2) culturally tailored interventions 
targeted to specific racial or ethnic groups. 

The interventions to improve patient/provider interactions are heterogeneous across target 
populations and interventions designs, and very few studies in the set included outcomes to 
assess changes in patient-centered outcomes. Cultural competence interventions targeting 
patient/provider relationships are important. Interventions based on theories or frameworks 
focused on improving communication skills or shared decisionmaking may change the 
patient/provider relationships. The limited results in this area coincide with the status of 
disparities research generally. A prior systematic review of disparities interventions (1979 — 
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2011) found that most interventions target patients (50 percent) and community members (32 
percent), whereas 7 percent target providers, 9 percent target the care team, 3 percent target the 
organization, and 0.1 percent target policy.*” 

Cultural tailoring of health care interventions was the largest set of newly identified studies. 
This heterogeneous set had several challenges. It often lacked transparency regarding what 
constitutes the cultural accommodation, providing little to no detail regarding the specific 
features that constitute cultural tailoring of the intervention. A minority of articles publish 
detailed reports of the process of culturally tailoring interventions. '’°:!?!2°?7!0?!°?"! Cultural 
tailoring was often a small component ofa multicomponent intervention focused on patient 
education and self-management. This type of intervention may be suitable for clinical, practical, 
and ethical reasons, but it does not lend itself to isolating and testing the effectiveness of cultural 
competence as a specific component of the intervention. Further, few studies of culturally 
tailored health care interventions measured patient perceptions, and none assessed factors (such 
as attitudes and perceptions) that are shared among underserved minorities, such as medical 
mistrust, experiences of discrimination, immigrant status, or problems communicating with their 
providers. The inclusion of these factors would help our understanding of how and why 
interventions might transfer to other groups. 

Understanding the extent to which certain interventions could successfully transfer across 
groups would help leverage the current research. Whether an intervention delivered to and/or 
tailored based on a sample population can be generalized to others within the same race or ethnic 
group, such as Hispanic Americans living in different geographic regions or with different levels 
of acculturation, or across mixed backgrounds remains unknown. This is of particular concern 
considering the predominance of single studies of interventions that were culturally adapted to a 
specific raciaVethnic population. Definitions of racial or ethnic minorities cannot necessarily be 
cleanly applied within clear boundaries. On the other hand, studies of interventions designed to 
improve patient/provider interactions were relatively more universal in their approaches to 
cultural competence through coaching patients, facilitating patient-physician shared 
decisionmaking, or the use of reminders in the context ofa multi-level intervention. 

Our review excluded many types of intervention studies described as culturally competent 
but lacking a study design that would test cultural competence. Many studies did not use a 
comparison group that received a nonculturally tailored version of the intervention received by 
the experimental group. This design issue is exemplified by research on patient education for 
people mn racial or ethnic minority groups with type 2 diabetes. In a recent Cochrane systematic 
review of culturally appropriate health education for people in ethnic minority groups with type 2 
diabetes mellitus,”''? only one of 33 studies'*? compared a culturally tailored intervention group 
with a nontailored active control group. One additional study included by Attridge et al. used an 
active control group but did not test cultural competence; culturally tailored symptom 
management was compared with culturally tailored diet and weight management.*'* Half of the 
included studies compared diabetes education with usual care (waitlist or no outreach), and in 
other cases the control group received a token intervention such as brochures, newsletters, or 
occasional phone calls. 

Patient navigation is an area of active research that overlaps with cultural competence. 
Interventions in this realm are often described as culturally competent but are generally not 
studied with a design that could test the effectiveness of cultural competence. We found no 
studies that directly compared culturally tailored versus nontailored patient navigation. Cultural 
tailoring may be one aspect of patient navigation, but such interventions aim to address barriers 
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to care broadly. Similarly, collaborative care is occasionally described as culturally competent. 
However, this language may reflect different contextual settings for collaborative care 
interventions rather than evaluation of the effectiveness of cultural competence. For example, 
one excluded study compared a safety net clinic serving a minority population with collaborative 
care versus general clinics (without collaborative care, a safety net function, ora focus on 
minority populations).*'? This design does not provide evidence regarding the effectiveness of 
cultural competence. 

Community health workers are another area of active research where the language of cultural 
competence is often used, but where interventions are generally not studied with a design to 
evaluate the effectiveness of cultural competence. Interventions using community health workers 
range ftom advocacy and patient education to disease management (see 
http://mnchwalliance.org/explore-the-field/evidence-2/). Some studies framed as addressing 
disparities through community health workers hired a person from the target racial or ethnic 
group to deliver the intervention, but were designed to test the effects of two levels of treatment 
intensity’'* or 2 years of asthma coaching versus usual care.*'° Thus, such studies were not 
designed to test the effects ofa culturally tailored versus nontailored intervention, as were the 
studies of interventions included in this review. 

Although prior systematic reviews concluded that evidence supports the use of community 
health workers who are culturally competent,'’°?°* the interventions included in these reviews 
were heterogeneous. Fisher et al. concluded that community health workers “are among the most 
successful strategies that emerged from our literature review” despite noting that conditions and 
interventions were heterogeneous, no studies were designed to examine the effectiveness of the 
intervention in reducing health disparities, and “none of the studies actually addressed the extent 
to which the cultural aspects of these interventions brought about the improvements in care, apart 
from the general mechanisms of quality improvement or public health strategies inherent in the 
interventions” (p 276S-277S).*°> The studies included by Henderson et al. had similar 
weaknesses.'”°? We found no studies that compared culturally tailored versus nontailored 
interventions delivered by community health workers. 

RaciaVethnic characteristics often overlap with sociodemographic characteristics that 
increase the likelihood of disparities, such as socioeconomic status and immigration status. 
Often, interventions aim to address multiple types of barriers to health care and health outcomes, 
rather than isolating cultural competence factors. This may be appropriate depending on study 
goals, but in this case the effectiveness of cultural competence factors is assumed rather than 
tested. Additionally, the language of “cultural tailoring” may be used in multiple contexts that 
may be distinct ftom cultural adaptations based on race and ethnicity. For example, one excluded 
study described the cultural tailoring of the intervention as “culturally relevant to 
socioeconomically disadvantaged women,”!° exemplifying the issue that approaches used to 
address health disparities for racial or ethnic minorities may also serve populations of low 
socioeconomic status. Of the studies included in this review, over half of the sample populations 
were described as low income and/or low education. 

Lack of uniformity in cultural competence definitions and frameworks has already been 
noted.'’* This lack of consensus in defining and evaluating cultural competence may contribute 
to the heterogeneity of interventions and lack of reported detail on cultural competence 
components, especially for cultural tailoring interventions, although word count limitations may 
also constrain reporting cultural adaptation in detail. One of the most thoroughly described 
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interventions was reported in an article with a much higher word count than typical for this 
literature.'?! 


Research Directions 


As noted above, interventions often aim to address multiple types of barriers to health care 
and health outcomes for racial and ethnic minorities. While this is understandable, given the 
correlation of racial and ethnic minorities and low socioeconomic status, research designed to 
isolate the effectiveness of cultural competence factors is needed if and when the specific goal of 
the research is to examine the effectiveness of interventions to mprove cultural competence, as 
opposed to increasing the reach of care for vulnerable populations. However, we emphasize that 
both effectiveness and reach are essential for increasing the impact of cultural competence 
interventions. Such effectiveness research should specifically test components seen as directly 
related to cultural competence. For example, patient/provider concordance may jumpstart trust 
and facilitate communication, but other social factors may interfere with the assumed benefits. 
Likewise, culturally matching community health workers may help address language barriers and 
facilitate more open communication than one would see with a concordant physician because of 
the more similar shared status between the patient and the community health worker. Our 
understanding could be advanced by testing the role played by the community health worker and 
feeding back to the health system what is learned from the patient rather than merely conveying 
the health promotion or disease management information the health system deems important. 

Research that aims to clarify which cultural competence components are relatively universal 
and easily generalizable and which are truly group or sub-group specific would also make a 
contribution. One obvious place to extend the research would be in examining what works for 
people of multiracial or mixed ethnic backgrounds. 

Most of the included studies measured only clinical outcomes (such as change in symptoms) 
or intermediate outcomes (such as health care utilization or adherence). These studies did not 
provide direct evidence that improved cultural competence leads eventually to reduced 
disparities. Studies that examine only clinical outcomes and/or utilization/adherence may point 
the way towards interventions that may reduce disparities via improved cultural competence, but 
the last step is still inference rather than direct demonstration. A more explicit link between 
cultural competence interventions and clinical outcomes could be made by combining clinical 
outcomes with intermediate measures of improved cultural competence, such as patient 
perceptions of cultural competence. Directly connecting observed changes in outcomes and 
improved cultural competence is important considering the challenges in clearly isolating 
cultural competence as a concept. 

The included studies primarily focused on comparing mterventions within race/ethnic 
groups, not among groups, thus inferences about reducing disparity gaps would need to be based 
on indirect comparisons. One cohort study directly compared Asian American and white people 
with type 2 diabetes. Although this study did not find differences between groups at baseline and 
therefore did not directly examine disparities, this study exemplified the type of design that could 
provide direct evidence regarding culturally adapted interventions that aim to reduce 
disparities. '7° 

Further, nearly all of the included studies evaluated outcomes of a single group, rather than 
examining whether the intervention reduced health disparities via improved cultural competence. 
Comparing clinical outcomes by race/ethnicity could indicate a reduction in disparities in those 
outcomes (such as if/whether the intervention benefitted a nondominant group more than the 
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dominant group). Studies that assess improvement in cultural competence and show differential 
results in clnical outcomes among raciaVethnic groups would provide more direct evidence that 
cultural competence is a pathway to reduced disparities in health outcomes. 


Limitations 

The major limitation of this review is the difficulty drawing boundaries between patient- 
centered care and cultural competence, particularly regarding interventions designed to improve 
patient/provider interactions. Individually tailored interventions, such as individualized cancer 
risk assessment in cancer screening education,”!”?'® were excluded to distinguish cultural 
competence interventions from a related concept, patient-centered care.’° Individually versus 
culturally adapted interventions may prove to be as or more effective. However, of the two, this 
review is focused on cultural tailoring of interventions and interventions to improve cultural 
competence of patient/provider interactions. The latter were operationalized as studies that 
intervened at the level of the patient’s relationship to the health care system, as opposed to 
disease treatment/management. 

Another limitation is that a number of studies of interventions to improve cultural 
competence in patient/provider mteractions are based on conceptual frameworks drawn from 
social science literature from various disciplines. While the interventions may indeed have been 
consistent with cultural competency models, study authors may or may not have intended the 
interventions be evaluated as cultural competence. 


Conclusions 


The results of the search show a patchy literature set that highlights the mtrapopulation 
diversity subsumed under the racial and ethnic minority umbrella terminology. The literature 
also fails to recognize the intersections of racial and ethnic minority populations with other 
populations experiencing health care disparities. The broader concept of diversity competence 
may be more appropriate for many people at these intersections. Further discussion of 
population intersectionality and alternative constructions of cultural competence that address 
structural inequities can be found in Chapter 5. None of the included studies measured the effect 
of cultural competence interventions on health care disparities. The medium or high risk of bias 
of the included studies, the heterogeneity of populations, and the lack of measurement consensus 
prohibited pooling estimates or commenting about efficacy in a meaningful or responsible way. 
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Chapter 5. Models and Cross-Cutting Themes 


Introduction 


This report addresses cultural competence as a construct that can be applied to diverse 
subgroups. Each subgroup has its own culture. Elements such as alienation and prejudice are 
likely common to all; but other elements, such as language and physical access, may affect some 
groups more or differently than others. This chapter provides an overview of models that have 
been used to conceptualize cultural competence and culturally appropriate care in health 
contexts. The discussion section examines overarching themes that transcend the three 
populations of interest: people with disabilities; lesbian, gay, bisexual, and transgender (LGBT) 
people; and racial and ethnic minority groups. 


Cultural Competence Models 


To help inform the review process, we undertook a review of cultural competence conceptual 
models. Specific methods pertinent to this review process are in Appendix A, along with the 
search algorithm used. We identified 857 unique English language citations from 1990 to 
February 2014. After excluding articles at title and abstract, full texts of 89 articles were 
considered as possible sources of models. After checking full text, references, and consolidating 
models identified, 24 models were identified for exammation. 

We expected the models to map with the included intervention literature in a useful way and 
provide an overarching framework for mapping the literature. Instead, the models connected very 
little with the intervention literature, and the literature was so sparse that a mapping exercise 
would interfere with the overarching key messages drawn from each priority population group. 
Here we present the models briefly for informational purposes, while drawing a few high level 
themes of interest. 

All models but one were developed in response to racial and ethnic group concerns (the 
groups to which cultural competence was first applied) (Table 21). The Inequalities Imagination 
model intends to cover a much broader set of populations that may be disadvantaged in a formal 
health care system.”’ The model explicitly includes people with disabilities. Because it uses 
broad definitions of disadvantaged people who have experienced prejudice or discrimination, 
the model can also be viewed as covering people from the race/ethnic and LGBT groups. 
Models other than the Inequalities Imagination model would include disability and LGBT 
groups only implicitly. The Inequalities Imagination model also goes further than the 
populations included im this report by explicitly naming people from impoverished situations, 
although there can be considerable overlap of poverty and people from any of the three priority 
populations. 
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Table 21. Cultural competence models 
[Model [Description OCOC—~—SSOSCSC‘C;C;S~S~SCSCCTTTCCCCC“‘ésSEOC™~“CSC*C*C*~C*S 
aa a eS 
Inequalities Imagination Provider 7 factors: equalities analysis, equalities awareness, equalities skill, equalities Training for providers 
model action, cultural knowledge, cultural encounter. 
Hart, 2003° 


Dis advantaged populations: Mental or physical impairment, historical prejudice 
and discrimination; current prejudice or discrimination, poverty 


Models motivated by 
race/ethnic populations 


QIAN model for cultural Provider 4 principles: self-questioning and critique; bi-directional cultural immersion; Training for providers 
humility mutually active-listening; flexible negotiation. Affects patient-provider dyad, and 
Chang, 2012°° elicit support of family, health care system, and communityat large 


Disability disparities model Patient Includes hypothesized view of what accounts for disparities, macrolevel concepts | Training for providers 
Lewis, 2009" (5 domains), and microlevel aspects. Incorporates cultural competence aspects, 

such as disabilitygroup’s culturallydriven help seeking tradition, the extent to 

which the provider is viewed as culturally competent, patient/provider trust, extent 

outcomes align with culture 
Cultural Empowermentmodel | Patient 6 domains: facilitating language (removing language barriers); negotiating family | Training for providers 
Garrett, 2008°" involvement; understanding patient beliefs, expectations, experiences , and 

constructions ; being compassionate and respecting patientand human rights; 

negotiating a care partnership; providing systems so services and providers can 

be competent 


Empiricallydeveloped from patient views 
3-D Puzzle Model of culturally | Patient Extends Leininger’s Sunrise Model (see below) to include patients as partof the Training for providers 
congruentcare system and how the interaction of patients and providers contribute to culturally 
Schim, 2007? congruentcare. oe || 
CRASH model Patient/ 7 elements: Importance of culture; respect; assess within-group differences, affirm | Training for providers 
Rust, 2006 provider the positive values behind behaviors seen as different, sensitivity, self-awareness, [aiiiciaca| 


humilityin practicing butnot achieving masteryof cultural competence 


Explanatory models approach | Patient 6-step mini-ethnography: ethnic identity; what is at stake; illness narrative; Practice tool for clinical 
Htinmanzoose || psychosocial stresses; influence of culture on clinical relationships; problems of 
cultural competency approach 
BESAFE model Patient 6 core elements: barriers to health care, ethics in cultural competency, sensitivity | Practice tool for clinical 
McNeil, 200378 of the provider, assessment appropriate to a cultural determination, facts related 
to ethnocentric physiologic differences, encounters 
GREET model Patient Specific to non-native patients : generation (how acculturated is patient), reason Practice tool for clinical 
lenenaeonee. ee ol (for immigration), extended family, ethnic behavior, time living in U.S. 
Model for Patient/provider | Systems approach to 12 domains from person through familyand communityto Practice tool for clinical 
Competence global society. Domains: communication; overview/heritage ; familyroles and encounter 
Purnell, 2002°% organization; workforce issues; bio-cultural ecology; high-risk behaviors, nutrition, 
pregnancyand childbearing practices; death rituals; spirituality; health care 
practices; health care practitioner concepts 
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ETHNIC model 

Levin, 2000° 

9 cultural competence 
techniques/reducing 
disparities 

Brach, 2000” 


| Focus | Description, se 
Patient Facilitate communication by asking questions in 6 areas of process:explanation, | Practice tool for clinical 
treatment, healers, negotiation, intervention, collaboration encounter 
Patient 9 cultural competence techniques thatfacilitate changes In clinician and patient Framework: providers and 
behavior, which lead to provision of appropriate services, which lead to good systems 
outcomes (Model focused on provider side. Other contributors to health disparities 
not included) 


Model of Cultural Patient/provider | 5 constructs of cultural competence: cultural awareness (including self- Training for providers 
Competency awareness), skills, knowledge, encounters (applying knowledge and skills to 
Campinha-Bacote, 1 999™"" specific patientcare), and desire to understand cultural issues 


axonomy for Culturally 
Competent Care 
Lister, 1999°* 

Model of Culturally 
Competent Health Care 
Practice 
Papadopoulos, 1998 
ACCESS model 
Narayanasamy, 1999 


233 


234 


Patient ive elements: Awareness, knowleage, understanding, sensitivity, and raining for providers 
competence 
Patient 4 stages moving through cultural awareness, cultural knowledge, cultural Training for providers 
sensitivity (where patients are considered true partners), to cultural competence 


Patient 6 domains: assessment, communication, cultural negotiation and compromise, Training for providers 
establishing respect and rapport, sensitivity, safety 


Cultural Competence Model Provider/patient | 5 stages ofdevelopmentfrom no insight, through minimal emphasis, acceptance, | Training for providers 
Culhane-Pera, 19977° incorporation, and integration of attention to culture in all areas of professional life 


Transcultural Model Giger 
and Davidhizar, 1995 
BATHE model 

Stuart, 1993” 
Developmental Model of 
Ethnosensitivit 

Borkan, 1991° 

Four-step Approach to 


Providing Culturally Sensitive 


Patient Teaching 
Kittler, 1990°° 
ultural competence 
continuum model 
Cross, 1989 
unrise Model 
Leininger, 1988°' 


5 domains: communication, space, social organization, time, environmental Practice tool for clinical 
factors, and biological variations 
Patient Focus on providing culturallycompetent environment: background, affect, trouble, | Practice tool for clinical 
Provider / stages ofdevelopmental from ethnocentric to ethnosensitive: fear, denial, Training for providers 
Lt. superiority, minimization, relativism, empathy, integration ee | 


Patient/provider | Four-step process of self-evaluation, pre-interview research, in-depth Practice tool for clinical 
interviewing, and unbiased data analysis encounter 


ystem ystem developmentthrough 6 stages: cultural destructiveness, cultural Training for providers 
incapacity, cultural blindness, cultural precompetence, cultural competence, 
cultural proficiency 


Patient Holistic view of sociocultural and worldview factors that influence care patterns, Practice tool for clinical 
which in turn influence well-being; incorporates nursing subsystem. Focuses on encounter 
views of patient 





LEARN model Patient Facilitate communication regarding health belief systems: Listen, explain, Practice tool for clinical 
Berlin, 1983° acknowledge, recommend, negotiate encounter 


69 


The majority of models, whether created for training purposes or to provide a practice tool 
for clinical encounters, focused on patient factors. That is, the model describes what patients 
bring to the clinical encounter, often based on attributes believed to be associated with cultural 
groups. A much smaller set focuses more on what the provider brings to the encounter. With the 
provider-focused models, providers are encouraged to self-reflectively examine their own biases 
and habits of thought. However, the distinctions between patient-focused and provider-focused 
categories should not be overemphasized. All models necessarily incorporated both views and 
differed primarily in their degree of emphasis. 

Of the provider-focused models, the Inequalities Imagination model is unique in its main 
focus on encouraging the provider to move beyond “politically correct” thinking and develop 
true empathy by imagining experiences from the perspective of the patient.?’? The imagination 
process is explicated as a specific learning technique. First, a provider must bring to mind the 
experiences of others and consider how previous behaviors could be changed. The provider is 
further challenged to bring to light cognitive processes from the subconscious levels. 

Another model is noteworthy for its development process. The Cultural Empowerment model 
was developed by gatherng mformation from focus groups about the factors that non-English 
speaking patients view as constructing culturally competent care.°”* This patient-centered 
process to construct a culturally competent care model is concordant with the models generated 
through academic expert-based or theoretically driven models. 

The trend over time is that newer models are more provider-focused. They reflect 
developments in the conceptualization of cultural competence, particularly cultural 
empowerment and cultural humility, which encourage providers to consider their own place of 
privilege. These models emphasize that providers do not have to know everything, and patients 
can have expertise in their own experience and an active role in sharing information. Newer 
models also focus on external factors, such as structural and individual discrimination (present 
and historical), that priority populations face in the health care system. 

Two other reviews of the cultural competence literature are notable. A 2010 review by 
Williamson and Harrison categorized cultural competence models related to midwifery and 
nursing into two groups.**? One group of models used approaches that were patient-focused, 
attending to the characteristics of the group itself, explaining health status using individual 
behaviors and beliefs. The other group focused on the larger social structure within which the 
patient-group lives, including the impact of colonial processes on patient/provider relationships. 
These frameworks concentrated on social position rather than individual beliefs and values as 
health determinants. 

In the second paper, Saha and colleagues conducted a review of cultural competence models 
in order to derive a measure for provider cultural competence.’” The final measure used 20 items 
that mapped to six domains: concept of culture; relevance of sociocultural context; disparities in 
health and health care; diverse beliefs and behaviors; cross-cultural care; and patient-centered 
communication. 


Overview of Cross-Cutting Themes 


Overall, the literature on interventions to improve cultural competence in the health care 
system is very sparse. Not surprisingly, the largest blocks of literature addressed provider 
training. However, although the cultural competence training is intended to improve quality of 
care and downstream health disparities, no studies included outcomes that demonstrated whether 
a health disparity gap had been reduced. This holds true for interventions aimed at improving 
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provider/patient communication, or attempts to culturally tailor interventions to better meet 
specific priority population group’s needs. Further, large segments of vulnerable or 
disadvantaged populations remain essentially invisible in the cultural competence literature, 
including children with disabilities, people who may be gender nonconforming or transgender, or 
numerous racial or ethnic groups including Native Americans or Alaskan Natives. This is 
compounded for people who are members of more than one priority population. 

While many advocacy, professional, and government organizations (as well as individual 
researchers) have published recommendations on ways to create more culturally competent 
health care environments, ’7’744-748 peer reviewed published evidence for the effectiveness of 
interventions at the system level are also rare. We found only five studies, two each in 
disabilities***? and LGBT populations'”°'?' and one in the race/ethnic groups,'’* which tested 
interventions aiming to integrate cultural competence into the health care system itself by 
intervening structurally at the pomt of care of patient/provider interaction using formal system 
documents, not a one-time training ora brochure picked up in the lobby. The strategies involved 
prompting clinicians to provide culturally competent care, regardless of any individual 
clinician’s placement ona cultural competence developmental continuum. The published 
literature was also silent on system-level concerns such as designing welcoming environments or 
physically accessible spaces into conventional health care system spaces. 

The challenges with the methodological rigor of the studies are pervasive across the priority 
populations. A 2005 review noted that the lack of rigor limited the ability to assess the impact of 
provider training on racial and ethnic minorities.°*? We found essentially the same challenges 
after we extended the scope of groups covered to include disability and LGBT populations and 
broadened the potential range for cultural competence interventions. One of the most common 
reasons for excluding an article was lack of study design rigor. 


Differences Among Populations 


All three priority populations, race/ethnicity, disability, and LGBT, face historical and current 
stigma and discrimination in society and the medical community. This fosters social distance, 
mistrust, differential treatment, and downstream disparities. However, cultural competence 
interventions need to recognize the differences in underlying constructs and social formulations 
used by each priority population. Interventions must also recognize within-population differences 
as well. Table 22 provides examples of population differences in what may be salient aspects of 
cultural competence. 


Table 22. Examples of different aspects of cultural competence by subgroup 


Physical (Not as applicable) Access to clinic, examining Accessible restrooms 
Environment absence of prejudice absence of prejudice absence of prejudice 


Cultural Mores Talking to elder; not discussing } (Notas applicable) (Not as applicable 
death 


Language Need for translation;assuring | Need for translation (deaf Misusing terms 
you are understood community); assuring 
understanding 


linical Recognizing disease Managing a common clinical Knowing what problems 
presentation; assuming most problem inthe context of the may be associated with 
probable cause ofa problem disability; managing sexual behaviors and/or 

complications ofthe disability | gendertransition 





LGBT = lesbian, gay, transsexual, transgender. 


71 


The IoM 2002 report carefully noted that health disparities for racial and ethnic minorities arise 
from both biologic/genomic differences and larger ecologicaVenvironmental sources of health 
determinants outside the health care systems.”°? The report also clearly laid out the challenges to 
addressing health disparities, especially discrimination and implicit bias at the individual and 
clinical encounter level, and institutional stigma and discrimination at the system level.*°° 

Efforts to improve cultural competence for the care of people of different racial and ethnic 
backgrounds must go beyond weaker types of interventions such as language translation, 
tailoring existing media such as health promotion videos or patient education brochures, or the 
assumption that hiring a bilingual or bicultural worker is sufficient for cultural competence. 
Interventions must simultaneously address fundamental beliefs people hold about the nature of 
disease, what are causal mechanisms, and expectations of treatment. Another key piece to 
address is the impact of discrimination within and outside of health care, which are experienced 
by these groups and affect many aspects of health and health care (such as adherence, utilization, 
and substance use).'°’ Other issues that affect raciaVethnic minorities include the enduring 
effects of residential segregation,”°'?°* which also affects the clustering of racial/ethnic 
minorities into certain health care facilities, which have been shown to have fewer resources than 
facilities where nonminorities get care.”°”?°4 

Another confounder is the frequent association between raciaVethnic minority status and 
poverty. Medicaid disproportionate coverage may pose limitations to access to care or 
restrictions in options. Medicaid coverage also adds another layer of stigma to populations 
experiencing discrimination within the health care system. 

For disability groups, the underlying political and social culture is based on achieving equity 
of access to all of life’s opportunities. Major advances such as the Americans with Disabilities 
Act have been based on a civil rights platform. Many people with disabilities do not view their 
disability as a medical problem, although it may complicate the receipt of medical care for 
clinical problems unrelated to the disability. For this subgroup of people, the goals of disability 
specific health care may be less curative and more focused on maximizing function and 
optimizing potential opportunities. Other people may frame their disability within a medical 
model. Therefore, treatment goals, as captured by outcomes of care, can differ based on 
disability definitions, disability models, and the professional perspectives of the care being 
provided in support of different service goals.*°° While the goals of the care need to be 
individualized, there are some common barriers people with disabilities face to accessing 
competent medical care, including: getting care in the context of their disability (many medical 
providers have limited experience treating a traditional medical problem experienced by 
someone whose underlying disability that may affect treatment and prognosis); getting physical 
access to medical facilities (e.g., transportation, entrance, examining tables, etc.), and the general 
discomfort some clinicians may feel caring for patients with disabilities. For some people with 
disabilities, cognition may pose a problem in understanding of treatment options. However, this 
same problem applies to older people with cognitive impairment, except for the risk of 
stereotyping and premature judgment about cognitive abilities. Many people with disabilities 
may be covered by Medicaid and face the same limitations to access to care or restrictions in 
options faced by racial/ethnic minorities. 

Cultural competence interventions in the LGBT population need to be sensitive to the 
invisibility of the population. While the race and disability populations likely produce an implicit 
bias or social distance on sight, LGBT people may elicit a straight bias from clinicians who do not 
consider sexual orientation status. People with disabilities that are not immediately apparent (such 
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as mental health disabilities and autism spectrum disorders) may experience disparities associated 
with their hidden disabilities. Similar to the visible disability populations, LGBT people may not 
feel welcomed by clinicians and staff and may face clinical ignorance about how to address (or 
even raise) salient health-related issues. Internal and external stigma may interfere with disclosure 
and the ability to receive effective care. LGBT people are more educated, on average, than the 
general population but may have less access to insurance than their straight counterparts.*°° 


Conceptualization of Cultural Competence for Various 
Populations 


Much has been written deconstructing and/or constructing the concepts and common uses of 
cultural competence. The cultural competence construct is not an entirely comfortable fit for 
disability populations, because identification with disability is not always viewed as a positive 
in-group dynamic. Concerns have also been raised about cultural competence programs that use 
a group-specific approach to teach providers about the attitudes, values, and beliefs of a specific 
cultural group. Such approaches can lead to stereotyping and oversimplifying the diversity 
within a particular priority group.”°’ Indeed, our review identified one study that resulted in this 
adverse consequence for the disability population.”? As long as cultural competence models 
focus on tailoring interventions for specific populations, outcomes will depend on the degree to 
which a person identifies as part of the target “culture.” 

The broader concept of diversity competence may be more appropriate in regard to the full 
range of populations that experience health disparities. The recent shift towards cultural 
empowerment and cultural humility is encouraging and also consistent with the recommended 
shift toward structural equity-focused interventions. 

A large body of literature has shown how discrimination and mequality harms the health of 
socially disadvantaged groups through multiple pathways, resulting in disparities.!°"7°*?°° 
Repeated discrimination is a source of chronic stress, resulting in damage to the immune system, 
inflammatory disorders, and cardiovascular disease, as well as mental health disorders and 
cognitive impairment (see Mays et al., 2007,”°° for a review). Discrimination is also associated 
with lower levels of adherence and health care use, greater mistrust in health care, and poorer 
communication with providers.*°*°°°?°! Unconscious bias can lead to poorer communication on 
the part of health care providers and biased clinical decisionmaking. Many of the cultural 
competency interventions we reviewed addressed these barriers by seeking to reduce stigma 
among health care professionals or improving health care providers’ skills at communicating 
with members of racial minority groups. Given this, it seems problematic to use the cultural 
competency label to describe mterventions designed to reduce disparities. Cultural competency 
focuses too much attention on the internal characteristics of groups (ie., their culture) while 
drawing attention away from the external factors (discrimination, exclusion) that contribute to 
disparities. Instead, we might call such interventions “equity interventions” to more accurately 
emphasize their goal. 


Research Directions 

We need an evidence-base for cultural competence interventions. Two other reviews found 
that, similar to our findings, the research was not connected to disparities-related outcomes, the 
disparities addressed were minimally defined, and little concrete detail was provided on the 
cultural competence strategies used.**°-?°? However, the sheer number of studies that would be 
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needed to address every possible subset of disability, LGBT, and raciaVethnic groups is 
daunting. A key direction for future research requires shifting models. Rather than attributional 
models that focus on the internal characteristics (or “culture”) of groups, research can use 
relational models that focus on the devaluation and exclusion of these groups within the broader 
society. This approach may also help to mitigate unintended consequences that could develop if 
research based on attributional models is generalized to a population for whom that particular 
approach is not a good fit. 

Cultural competence research for the wider priority populations will require interdisciplinary 
approaches. These interdisciplinary teams will need to draw from the same skill pool as they 
reach across different academic, policy, and layperson cultures. As a simple example, team 
members for this project were drawn from diverse fields, disciplines, and research interests. The 
research process required synching language, since terms used in one academic culture did not 
automatically transfer to other academic cultures. While the process was complicated by the 
multiple perspectives brought to the task, those variations facilitated broader examinations of the 
constructs, and produced a more nuanced examination of cultural competence. 

A call has been made to employ cultural sensitivity within the general health services 
research process.” This call is similar to exhortations to incorporate the concept of universal 
design into health services research that reaches beyond disability-specific research.°* Research 
teams that include inside and outside perspectives (of study populations and researchers) can 
better capture both nuance and missed opportunities. Interdisciplinary and culturally sensitive 
research teams would weigh the trade-offs between generic instruments (that maximize what is 
common across groups) and culturally sensitive instruments (that narrow in on the issues most 
salient to a specific cultural group, or what works for whom). As the common wisdom says, we 
pay attention to what we measure. 

Patients should be seen as active participants in the complex patient/provider/health care 
system. The relational models are better suited to working with patients who are not just 
members of a singular culture but rather a mosaic of cultural influences.” Ultimately, the ability 
to provide culturally appropriate care may rely on some capable patients to act as an active part 
of the system by providing meaningful feedback so the system can learn. Involving patients in a 
participatory research process to help determine the concerns and outcomes of most interest to 
each group is common across all the priority populations. 

All of this research would benefit from designs that follow downstream effects to capture 
whether the interventions closed the disparities gap. Interventions that raise the quality of care 
for all patients regardless of group membership is certainly welcome, but does not necessarily 
help reduce the difference. 


Conclusion 


The HHS Office of Minority Health has dedicated an initiative to supporting cultural 
competence and has set cultural and Inguistic standards for organizations to meet. Organizations 
also feel the pressure of legislative mandates and the need to be competitive in serving diverse 
groups and populations.°° These efforts are aimed at worthy social goals of reduced disparities 
and health equity. 

Despite the effort dedicated to cultural competence, evidenced by the numerous models that 
have been published, the empiric work testing interventions identified in this review in support 
of cultural competence is sparse. There is not a consensus definition for cultural competence, 
particularly in the LGBT and disability populations. It is often conflated with patient-centered, or 
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individualized care. None of the included studies measured the effect of cultural competence 
interventions on health care disparities. Interventions that altered existing protocols, empowered 
patients to interact with the formal health care system, or prompted provider behavior at the point 
of care were more likely to measure patient-centered outcomes. Actual tests of intervention 
effectiveness and harms or unintended consequences, whether model-based or empiric-based, 
would be of benefit. 

The most prevalent type of cultural competence intervention is provider traming. Yet, little 
evidence supports the effectiveness of provider trainings. Long-term effects of such programs on 
provider behavior in the clinical setting and subsequent patient health outcomes have not been 
evaluated. Further, traditional provider cultural competence trainings based on attributions of a 
culture have the potential for unintended consequences, such as reinforcing stereotypes or 
increasing stigma. 

For each population, we identified interventions at the individual level to improve 
patient/provider interactions, often with cultural tailoring. These studies met inclusion criteria if 
they targeted a population of interest and were conducted by a medical professional in a formal 
health care system. Frequently, these interventions placed responsibility on patients more than 
providers or systems, without requiring either the provider or the system to become more 
competent. These programs tended to weigh heavily on common identity and cultural 
attributions and, in some cases, were less effective in subpopulations that were less tied to the 
community. 

Five system-level interventions were identified that address disparities in one of the target 
populations, but do not necessarily require a provider to be competent. The most prominent 
example of such an intervention was patient-held medical records that prompt providers to 
evaluate areas of known disparity for a specific population. These point-of-care interventions 
were seen in all three population groups. 

We need better understanding of how cultural competence differs between and within 
groups. For example, people with a physical disability experience more screening disparities 
because of limitations of the physical plant, whereas people with intellectual disabilities are more 
likely to not have secondary conditions diagnosed and treated. The interventions to address these 
disparities must also be different. There is also significant between- and within-group variation 
in population visibility that affects interventions to reduce disparities. For members of sexual 
minority populations, which are more invisible, cultural competence interventions may focus on 
reducing heterosexual bias among providers; for example, providers may not know that the 
patient is an LGBT person. In contrast, provider bias to racial and ethnic minority populations is 
immediate and based on characteristics perceived by the provider. 

The “cultural competency” label itself may be outdated, because it emphasizes the “internal 
culture” of groups. A more useful term might be “equity interventions,” which emphasizes 
equity as the desired outcome. More important than labels is that interventions address structural 
barriers faced by priority populations in order to attain health equity. Future research with greater 
methodological rigor and greater attention to relational rather than attributional dimensions to 
meet the heterogeneity of these populations is needed. 
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Appendix A. Analytic Framework 


Figure A1. Analytic framework for improving cultural competence to reduce disparities in priority 
populations 


(KQ 2c, 3c, 4c) 
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# | Searches 

1 meta analysis as topic/ 

2__| meta-analy$.tw. 

3 __| metaanaly$.tw. 

4 meta-analysis/ 

5 (systematic adj (review$1 or overview$1)).tw. 
6 exp Review Literature as Topic/ 
7 | or/1-6 

8 cochrane.ab. 

9 embase.ab. 

10 | (psychlit or psyclit).ab. 

11__| (psychinfo or psycinfo).ab. 

12 | or/8-11 

13 | reference list$.ab. 

14 | bibliograph$.ab. 

15 | hand search.ab. 

16 | relevant journals.ab. 

17__| manual search$.ab. 

18 | or/13-17 

19 | selection criteria.ab. 

20 | (data adj2 (extract* or abstract*)).ab. 
21 | 190r20 

22 | review/ 

23 | 21 and 22 

24 | Comment/ 

25 | Letter/ 

26_| editorial/ 

27 | animal/ 

28 | human/ 

29 | 27 not (28 and 27) 

30 | or/24-26,29 

31 7 or 12 or 18 or 23 

32 | 31 not 30 

33 | randomized controlled trials as topic/ 
34 | randomized controlled trial/ 
35 | random allocation/ 

36 | double blind method/ 

37 | single blind method/ 

38 | clinical trial/ 

39 | clinical trial, phase i.pt. 

40 | clinical trial, phase ii.pt. 

41 | clinical trial, phase iii.pt. 

42 | clinical trial, phase iv.pt. 

43 | controlled clinical trial.pt. 

44 | randomized controlled trial.pt. 
45 | multicenter study.pt. 

46 | clinical trial.pt. 

47 | exp clinical trials as topic/ 

48 | or/33-47 

49 | (clinical adj trial$).tw. 

50 | ((singl$ or doubl$ or treb$ or tripl$) adj (blind$3 or mask$3)).tw. 
51__| placebos/ 

52 | placebo$.tw. 

53 | randomly allocated.tw. 

54 | (allocated adj2 random$).tw. 
55 | or/49-54 
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56 | 48 or 55 

57 | case report.tw. 

58 | letter/ 

59 | historical article/ 

60 | or/57-59 

61 | 56 not 60 

62 | exp cohort studies/ or comparative study/ or follow-up studies/ or prospective studies/ or cohort.mp. or compared.mp. 
or groups.mp. or multivariate.mp. 

63 | cohort$.tw. 

64 | controlled clinical trial.pt. 

65 _| epidemiological methods/ 

66 | limit 65 to yr=1971-1983 

67 | or/62-64,66 

68 | exp disabled person/ or (amputee$ or disabled person$ or disabled child$ or disab$ or disabled people or mentally 
disabled person$ or mentally disabled people or mentally ill person$ or mentally ill people or visually impaired person$ 
or visually impaired people or hearing impaired person$ or hearing impaired people).mp. 

69 | exp mental disorders diagnosed in childhood/ or (Asperger Syndrome or Aperger$ or Autism or Autistic or Autistic 
Disorde$ or learning disabil$ or learning disorder$ or developmental disability$ or Attention Deficit Disorder$ or 
Attention Deficit Disorder with Hyperactivity or behavior$ disorder$ or conduct disorder$ or dyslexia or affective 
Disorder$ or mood disorder$ or depress$ or depress$ disorder$ or personality disorder$).mp. 

70 | exp cognition disorders/ or (cognit$ disord$ or cognit$ disabil$ or Mild Cognitive Impairment$ or Huntington$ or 
cognitive$ impair$).mp. 

71 | exp intellectual disability/ or (intellectual disab$ or Down Syndrome or mental$ retard$ or Fragile X or Rett Syndrome 
or Prader-Willi Syndrome or Williams Syndrome).mp. 

72 | exp "Activities of Daily Living"/ or (activit$ of daily living or functional limitation$ or activity limitation$ or participation 
limitation$).mp. 

73 | Mobility limitation/ or (mobility limitation$ or mobility impairment$).mp. 

74_| Dependent ambulation/ or dependent ambulation.mp. 

75 | Paraplegia/ or paraplegia.mp. 

76 | Quadriplegia/ or quadriplegia.mp. 

77__| Hearing loss/ or (hearing loss or hearing impair$ or deaf$).mp. 

78 | Vision disorders/ or (blind$ or vis$ impair$).mp. 

79 | exp self-help devices/ or (assist$ techn$ or Commun$ Aid$ or commun$ device$ or Wheelchair$).mp. 

80 | Mental disorders/ or (mental disorder$ or psychiatric disabilit$ or mental health disabilit$ or mental health 
impairment$).mp. 

81 | or/68-80 

82 | minority groups/ or minority Health/ 

83 | exp health personnel/ed 

84 | health services accessibility/ or healthcare disparities/ 

85 | "Attitude of Health Personnel"/ 

86 | Health Communication/ 

87 | (divers* adj3 (competenc* or understanding or knowledg* or expertise or skill” or sensitiv* or aware* or appropriate* or 
acceptab* or safe* or humility or service* or communicat* or barrier* or divers* or comparison* or identity or specific or 
background* or value* or belief*)).tw. 

88 | stigma.tw. 

89 | Comprehensive Health Care/mt [Methods] 

90 | "Delivery of Health Care"/mt [Methods] 

91 Health Promotion/mt [Methods] 

92 | or/82-91 

93 | 61 and 81 and 92 

94 | limit 93 to yr="1990-Current" 

95 | 32 and 81 and 92 

96 | 95 not 94 

97 | limit 96 to yr="1990-Current" 

98 | 67 and 81 and 92 

99 | intervention™.ti,ab. 

100 | program™.ti,ab. 

101 | 99 or 100 

102 | 98 and 101 

103 | 102 not (94 or 97) 

104 | limit 103 to yr="1990-Current" 
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# Searches 

1 meta analysis as topic/ 

2 meta-analy$.tw. 

3 metaanaly$.tw. 

4 meta-analysis/ 

5 (systematic adj (review$1 or overview$1)).tw. 
6 exp Review Literature as Topic/ 
7 or/1-6 

8 cochrane.ab. 

9 embase.ab. 

10 (psychlit or psyclit).ab. 

11 (psychinfo or psycinfo).ab. 

12 or/8-11 

13 reference list$.ab. 

14 | bibliograph$.ab. 

15 hand search.ab. 

16 relevant journals.ab. 

17 manual search$.ab. 

18 or/13-17 

19 selection criteria.ab. 

20 (data adj2 (extract* or abstract*)).ab. 
21 19 or 20 

22 review/ 

23 21 and 22 

24 Comment/ 

25 Letter/ 

26 editorial/ 

27 animal/ 

28 human/ 

29 27 not (28 and 27) 

30 or/24-26,29 

31 7 or 12 or 18 or 23 

32 31 not 30 

33 randomized controlled trials as topic/ 
34 randomized controlled trial/ 
35 random allocation/ 

36 double blind method/ 

37 __| single blind method/ 

38 Clinical trial/ 

39 Clinical trial, phase i.pt. 

40 Clinical trial, phase ii.pt. 

41 Clinical trial, phase iii.pt. 

42 Clinical trial, phase iv.pt. 

43 controlled clinical trial.pt. 

44 randomized controlled trial.pt. 
45 multicenter study.pt. 

46 Clinical trial.pt. 

47 exp Clinical trials as topic/ 

48 or/33-47 

49 (clinical adj trial$).tw. 

50 ((singl$ or doubl$ or treb$ or tripl$) adj (blind$3 or mask$3)).tw. 
51 placebos/ 

52 __| placebo$.tw. 

53 randomly allocated.tw. 

54 (allocated adj2 random$).tw. 
55 or/49-54 

56 48 or 55 

57 case report.tw. 

58 letter/ 
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60 or/57-59 
61 56 not 60 
exp cohort studies/ or comparative study/ or follow-up studies/ or prospective studies/ or cohort.mp. or compared.mp. 
62 _| or groups.mp. or multivariate.mp. 
63 cohort$.tw. 
64 controlled clinical trial.pt. 
65 exp teaching/ 
66 exp health personnel/ed 
67 exp teaching materials/ 
68 exp education/ 
((education* or teaching or learning or elearning or instruction* or training or skills or didactic or pedagogic* or online 
or online or web* or internet or cd-rom* or dvd or multimedia or multi-media or computer”) adj2 (intervention* or 
session* or course* or program* or activit* or presentation* or round* or material* or package* or module* or 
69 demonstration* or method* or process*)).tw. 
(inservice or in service or workshop* or (discussion adj1 group”) or lectur* or seminar* or (short adj2 course”) or role 
70 play* or immersion or mentor* or lifelong learning or life long learning).tw. 
71 ((staff or professional or workforce or work force) adj (development or training)).tw. 
72 ((medical or continuing or residency or distance) adj2 education).tw. 
((cultural* or transcultural* or multicultural* or intercultural* or bicultural*) adj2 (education or train* or teach* or learn* 
73 or instruct* or coach* or skills or content*)).tw. 
74 (curriculum or curricul* intervent*).tw. 
75 or/62-74 
76 exp Bisexuality/ or bisexual*.mp. 
77 exp Transsexualism/ or transsexual*.mp. 
78 exp Homosexuality/ or homosexual*.mp. 
79 exp Transgendered Persons/ or transgender*.mp. 
80 (Igbt* or glbt*).mp. 
81 (gay or lesbian).mp. 
82 ("men who have sex with men" or msm or "women who have sex with women" or wsw).mp. 
83 (WSMW or WSWM or MSWM or MSMW).mp. 
84 | sexual minority.mp. 
85 gender minority.mp. 
86 gender expression.mp. 
87 (gender identit* or sexual orientation or sexual identit*).mp. 
88 or/76-87 
89 32 and 88 
90 61 and 88 
91 75 and 88 
92 limit 89 to yr="1990-Current" 
93 limit 90 to yr="1990-Current" 
94 limit 91 to yr="1990-Current" 
95 intervention™.ti,ab. 
96 program™.ti,ab. 
97 curriculum.ti,ab. 
98 or/95-97 
99 94 and 98 
100 | 93 
101 | 92 not 93 
102 | 99 not (93 or 92) 











Racial/Ethnic Populations Search String 






















































































































































































# | Searches 
1 | meta analysis as topic/ 
2 | meta-analy$.tw. 
3 | metaanaly$.tw. 
4 | meta-analysis/ 
5 | (systematic adj (review$1 or overview$1)).tw. 
6 | exp Review Literature as Topic/ 
7 | or/1-6 
8 | cochrane.ab. 
9 | embase.ab. 
10 | (psychlit or psyclit).ab. 
11 | (psychinfo or psycinfo).ab. 
12 | or/8-11 
13 | reference list$.ab. 
14 | bibliograph$.ab. 
15 | hand search.ab. 
16 | relevant journals.ab. 
17 | manual search$.ab. 
18 | or/13-17 
19 | selection criteria.ab. 
20 | (data adj2 (extract* or abstract*)).ab. 
21 | 19 or 20 
22 | review/ 
23 | 21 and 22 
24 | Comment/ 
25 | Letter/ 
26 | editorial/ 
27 | animal/ 
28 | human/ 
29 | 27 not (28 and 27) 
30 | or/24-26,29 
31 | 7or 12 or 18 or 23 
32 | 31 not 30 
33 | randomized controlled trials as topic/ 
34 | randomized controlled trial/ 
35 | random allocation/ 
36 | double blind method/ 
37 | single blind method/ 
38 | clinical trial/ 
39 | clinical trial, phase i.pt. 
40 | clinical trial, phase ii.pt. 
41 | clinical trial, phase iii.pt. 
42 | clinical trial, phase iv.pt. 
43 | controlled clinical trial.pt. 
44 | randomized controlled trial.pt. 
45 | multicenter study.pt. 
46 | clinical trial.pt. 
47 | exp clinical trials as topic/ 
48 | or/33-47 
49 | (clinical adj trial$).tw. 
50 | ((singl$ or doubl$ or treb$ or tripl$) adj (blind$3 or mask$3)).tw. 
51 | placebos/ 
52 | placebo$.tw. 
53 | randomly allocated.tw. 
54 | (allocated adj2 random$).tw. 
55 | or/49-54 
56 | 48 or 55 
57 | case report.tw. 
58 | letter/ 
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59 


historical article/ 





60 


or/57-59 





61 


56 not 60 





62 


exp cohort studies/ or comparative study/ or follow-up studies/ or prospective studies/ or cohort.mp. or 
compared.mp. or groups.mp. or multivariate.mp. 





63 


cohort$.tw. 














64 | controlled clinical trial.pt. 
65 | epidemiological methods/ 
66 | limit 65 to yr=1971-1983 
67 | or/62-64,66 





68 


population groups/ or african continental ancestry group/ or african americans/ or indians, north american/ or 
inuits/ or asian americans/ or oceanic ancestry group/ or ethnic groups/ or arabs/ or hispanic americans/ or 
mexican americans/ 





69 


"Emigration and Immigration"/ or "Emigrants and Immigrants"/ or "Transients and Migrants"/ or reftugees/ 





70 


race relations/ or racism/ 





(immigrant* or migrant* or refugee* or (displaced and (people or person’*)) or ("foreign born" or "non us born" or 
"non-us born") or undocumented or second language” or ((language or english) and proficien*) or interpreter* or 
"minority group*" or "ethnic group*" or “urban health" or "urban population” or “inner city" or ethnic* or race or 
















































































71 =| racial or minorit* or urban or inner-city or multiethnic).tw. 
(non-english or hispanic* or latin* or ((african or black or asian or native or mexican) adj american*) or inuit* or 
72 | islander*).tw. 
73 | or/68-72 
74 | culture/ or cross-cultural comparison/ or cultural characteristics/ or cultural competency/ or cultural diversity/ 
75 | multilingualism/ or language/ 
((cultur* or linguistic* or language”) adj3 (competenc* or understanding or knowledg* or expertise or skill* or 
sensitiv® or aware* or appropriate* or acceptab* or safe* or humility or service* or communicat* or barrier* or 
76 | divers* or comparison* or identity or specific or background* or value* or belief*)).tw. 
(intercultural* or inter-cultural or transcultural* or trans-cultural or cross-cultural or crosscultural or multicultural* 
77 | or multicultural* or bicultural or bi-cultural or multilingual* or multi-lingual* or bilingual or bi-lingual).tw. 
78 | transcultural nursing/ 
79 | minority groups/ or minority Health/ 
((cultural* or transcultural* or multicultural* or intercultural* or bicultural*) adj2 (education or train* or teach* or 
80 | learn* or instruct* or coach* or skills or content*)).tw. 
81 | Healthcare Disparities/ 
82 | stigma.mp. 
83 | or/74-82 
84 | 61 and 73 and 83 
85 | limit 84 to yr="1990-Current" 
86 | 32 and 83 
87 | 86 not 85 
88 | limit 87 to yr="1990-Current" 
89 | 67 and 73 and 83 
90 | intervention*.ti,ab. 
91 | program*.ti,ab. 
92 | 90 or 91 
93 | 89 and 92 
94 | 93 not (85 or 88) 
95 | limit 94 to yr="1990-Current" 
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Cultural Competence Model Search String 




































































































































































# | Searches 
1 Culture/ 
2 | Cultural Competency/ 
3__| Anthropology, Cultural/ 
4 | Cultural Characteristics/ 
5 | Cultural Diversity/ 
6 | Cross-Cultural Comparison/ 
7 (cultur* adj3 competenc’).tw. 
8 | (cultur* adj3 understanding).tw. 
9 | (cultur* adj3 knowledg*).tw. 
10 | (cultur* adj3 skill*).tw. 
11 | (cultur* adj3 sensitiv*).tw. 
12 | (cultur* adj3 aware”*).tw. 
13 | (cultur* adj3 appropriate*).tw. 
14 | (cultur* adj3 acceptab*).tw. 
15 | (cultur* adj3 safe*).tw. 
16 | (cultur* adj3 service*).tw. 
17 | (cultur* adj3 communicat*).tw. 
18 | (cultur* adj3 barrier*).tw. 
19 | (cultur* adj3 divers*).tw. 
20 | (cultur* adj3 comparison*).tw. 
21 | (cultur* adj3 identity*).tw. 
22 | (cultur* adj3 specific*).tw. 
23 | (cultur* adj3 background’*).tw. 
24 | (cultur* adj3 value*).tw. 
25 | (cultur* adj3 belief*).tw. 
26 | Transcultural Nursing/ 
(intercultural* or inter-cultural or transcultural* or trans-cultural or cross-cultural or crosscultural or multicultural* 
or multi-cultural* or multiethnic or bicultural or bi-cultural or multilingual* or multi-lingual* or bilingual or bi- 
27 | lingual).tw. 
28 | "Emigration and Immigration"/ 
29 | "Emigrants and Immigrants"/ 
30 | "Transients and Migrants"/ 
31 | Refugees/ 
32_| exp Population Groups/ 
33 | Minority Groups/ 
34 | Minority Health/ 
35 | (immigrant* or migrant* or refugee” or ethnic* or racial or indigenous or aborigin*).tw. 
(non-english or hispanic* or latino* or ((african or black or asian or native or mexican) adj american”) or inuit* or 
36 | maori or islander*).tw. 
exp Bisexuality/ or exp Transsexualism/ or exp Homosexuality/ or exp Homosexuality, Female/ or Igbt.mp. or 
37 | exp Homosexuality, Male/ or exp Sexual Behavior/ 
38 | exp child development disorders/ 
39 | exp child development disorders, pervasive/ 
40 | exp communication disorders/ 
41 _ | exp developmental disabilities/ 
42 | exp learning disorders/ 
43 | exp intellectual disability/ 
44 | exp psychomotor disorders/ 
45 | exp Disabled Persons/ 
46 | exp Disabled Children/ 
47 | exp Models, Nursing/ 
48 | exp Models, Theoretical/ 
model*.mp. or framework’ .tw. [mp=title, abstract, original title, name of substance word, subject heading word, 
keyword heading word, protocol supplementary concept word, rare disease supplementary concept word, 
49 | unique identifier] 
50 | exp Models, Organizational/ 
51 | delivery of health care/ 








52 | patient-centered care/ 





53 | health knowledge attitudes practice/ 





54 | exp Clinical Competence/ or exp Professional Competence/ 





55 | or/1-27 





56 | or/28-46 





57 | or/47-50 





58 | or/51-54 





59 | 55 and 56 and 57 











60 | 55 and 56 and 57 and 58 





This section briefly summarizes the methods used to search for the conceptual models. We 
searched Ovid MEDLINE® from 1990, when the concept of cultural competence gained 
traction, to February 2014. We used natural language key words and MeSH terms to capture the 
concepts of cultural competence, models, and the three included priority populations. 

Two independent reviewers screened the references for articles that described the 
development of a cultural competence model, reviewed models of cultural competence, or 
appeared to have likely used a cultural competence model as the basis for research in order to 
identify likely models. Full texts of articles that might be a source for a model were then pulled 
and examined for likely descriptions of or references to cultural competence models. This 
process necessarily required backward citation searching to locate original source material for 
models. Identified models were included if they were intended for use by the formal healthcare 
system, were designed for or applicable to at least one of the three priority populations, and 
suggested possible point of interventions to improve cultural competence of providers or the 
healthcare system. Mid-level models that examined only one facet or factor of cultural 
competence, or only one type of patient behavior (such as help-seeking) were not included. 
Models were then collated and presented as unique models with one citation for the source from 
which it was eventually drawn. Each model was abstracted directly into an evidence table for 
whether the model focused primarily on the inner experience of the provider, externally on the 
person(s) the provider would be interacting with, or both; a brief description of the model; and 
the model characteristics. One investigator abstracted the model and a second investigator 
quality checked the abstraction. 
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Appendix C. Excluded Studies 


Disability Populations 


Full Text—Care Coordination/Patient Centered Care (5) 


1. 


Bauer MS, McBride L, Williford WO, et al. 
Collaborative care for bipolar disorder: Part II. 
Impact on clinical outcome, function, and costs. 
Psychiatric Services 2006 Jul; 57(7):937-45. 
PMID: 16816277. 


. Bickman L, Summerfelt WT, Noser K. 


Comparative outcomes of emotionally disturbed 
children and adolescents in a system of services 
and usual care. Psychiatric Services 1997 Dec; 
48(12):1543-8. PMID: 9406261. 


. Crowley R, Wolfe I, Lock K, et al. Improving the 
transition between paediatric and adult healthcare: 


a systematic review. Archives of Disease in 
Childhood 2011 Jun; 96(6):548-53. PMID: 
21388969. 


4. Homer CJ, Klatka K, Romm D, et al. A review of 


the evidence for the medical home for children 
with special health care needs. Pediatrics 2008 
Oct; 122(4):e922-37. PMID: 18829788. 


. Kolko DJ, Campo JV, Kilbourne AM, et al. 


Doctor-office collaborative care for pediatric 
behavioral problems: a preliminary clinical trial. 
Archives of Pediatrics & Adolescent Medicine 
2012 Mar; 166(3):224-31. PMID: 22064876. 


Full Text—Descriptive/No Intervention (7) 


1; 


Arvaniti A, Samakouri M, Kalamara E, et al. 
Health service staff's attitudes towards patients 
with mental illness. Social Psychiatry and 
Psychiatric Epidemiology 2009; 44(8):658-665. 
PMID: 19082905. 


. Berman BA, Jo A, Cumberland WG, et al. Breast 


cancer knowledge and practices among D/deaf 
women. Disability and Health Journal 2013; 
6(4):303-3 16. PMID: 24060253. 


. Handler EG, Bhardwaj A, Jackson DS. Medical 


students’ and allied health care professionals’ 
perceptions toward the mentally retarded 
population. Journal of Developmental and 
Physical Disabilities 1994; 6(3):291-297. 


. Kassam A, Glozier N, Leese M, et al. 


Development and responsiveness of a scale to 
measure clinicians attitudes to people with mental 
illness (medical student version). Acta 
Psychiatrica Scandinavica 2010; 122(2): 153-161. 
PMID: 20456286. 


C-1 


5. Mittal D, Corrigan P, Sherman MD, et al. 


Healthcare providers’ attitudes toward persons 
with schizophrenia. Psychiatric Rehabilitation 
Journal 2014; 37(4): 297-303. PMID: 25313529. 


. Ryan TA, Scior K. Medical students’ attitudes 


towards people with intellectual disabilities: a 
literature review. Research in Developmental 
Disabilities 2014 Oct; 35(10):2316-28. PMID: 
24952372. 


. ten Klooster PM, Dannenberg J-W, Taal E, et al. 


Attitudes towards people with physical or 
intellectual disabilities: Nursing students and non- 
nursing peers. Journal of Advanced Nursing 2009; 
65(12):2562-2563. PMID: 19941543 


Full Text—Design Methods (9) 


1. Bell JS, Johns R, Chen TF. Pharmacy students’ 
and graduates’ attitudes towards people with 
schizophrenia and severe depression. American 
Journal of Pharmaceutical Education 2006; 
70(4):7. PMID: 17136196 


2. Brooks E, Novins DK, Noe T, et al. Reaching 
rural communities with culturally appropriate 


care: A model for adapting remote monitoring to 


American Indian veterans with posttraumatic 


stress disorder. Telemedicine and e-Health 2013; 


19(4):272-277. PMID: 23451811. 


3. Collie K, Kreshka MA, Ferrier S, et al. 
Videoconferencing for delivery of breast cancer 
support groups to women living in rural 
communities: A pilot study. Psycho-Oncology 
2007; 16(8):778-782. PMID: 17253594. 


4. Commons Treloar AJ. Effectiveness of education 
programs in changing clinician's attitudes towards 


treating borderline personality disorder. 
Psychiatric Services 2009; 60(8):1128-1131. 
PMID: 19648203. 


5. Hawke LD, Michalak EE, Maxwell V, et al. 
Reducing stigma toward people with bipolar 
disorder: Impact of a filmed theatrical 
intervention based on a personal narrative. 
International Journal of Social Psychiatry 2014; 
60(8):741-750. PMID: 24351967. 


. Jones RG, Kerr MP. A randomized control trial of 


an opportunistic health screening tool in primary 
care for people with intellectual disability. Journal 
of Intellectual Disability Research 1997; 
41(5):409-415. PMID: 9373821. 


. Kerby J, Calton T, DiMambro B, et al. Anti- 


stigma films and medical students’ attitudes 
towards mental illness and psychiatry: 
Randomised controlled trial. Psychiatric Bulletin 
2008; 32(9):345-349. 


. Pernice R, Lys K. Interventions for attitude 


change towards people with disabilities: how 
successful are they? International Journal of 
Rehabilitation Research 1996 Jun; 19(2):171-4. 
PMID: 8842831. 


. Pittman JOE, Noh S, Coleman D. Evaluating the 


effectiveness of a consumer delivered anti-stigma 
program: replication with graduate-level helping 
professionals. Psychiatric Rehabilitation Journal 
2010; 33(3):236-8. PMID: 20061261. 


Full Text—No Formal System/Health Promotion (20) 


1. Baker-Ericzen MJ, Mueggenborg MG, Shea 


MM. Impact of trainings on child care providers’ 


attitudes and perceived competence toward 
inclusion: What factors are associated with 
change? Topics in Early Childhood Special 
Education 2009; 28(4):196-208. 


2. Bombardier CH, Cunniffe M, Wadhwani R, et 
al. The efficacy of telephone counseling for 
health promotion in people with multiple 


sclerosis: a randomized controlled trial. Archives 
of Physical Medicine & Rehabilitation 2008 Oct; 


89(10):1849-56. PMID: 18929012. 


3. Brief DJ, Rubin A, Enggasser JL, et al. Web- 
based intervention for returning veterans with 
symptoms of posttraumatic stress disorder and 
risky alcohol use. Journal of Contemporary 
Psychotherapy 2011; 41(4):237-246. PMID: 
25378713. 


C-2 


Brown SH, Lewis CA, McCarthy JM, et al. The 
effects of Internet-based home training on upper 
limb function in adults with cerebral palsy. 
Neurorehabilitation & Neural Repair 2010 Jul- 
Aug; 24(6):575-83. PMID: 20581338. 


Carraro A, Gobbi E. Effects of an exercise 
programme on anxiety in adults with intellectual 
disabilities. Research in Developmental 
Disabilities 2012 Jul-Aug; 33(4):1221-6. PMID: 
22502848. 


Faulks D, Hennequin M. Evaluation of a long- 
term oral health program by carers of children 
and adults with intellectual disabilities. Special 
Care in Dentistry 2000 Sep-Oct; 20(5):199-208. 
PMID: 11203899. 


Flatt-Fultz E, Phillips LA. Empowerment 
training and direct support professionals’ 
attitudes about individuals with intellectual 
disabilities. Journal of Intellectual Disabilities 
2012 Jun; 16(2):119-25. PMID: 22491507. 


10. 


11. 


12. 


13. 


14. 


Gephart EF, Loman DG. Use of prevention and 
prevention plus weight management guidelines 
for youth with developmental disabilities living 
in group homes. Journal of Pediatric Health Care 
2013 Mar-Apr; 27(2):98-108. PMID: 23414975. 


Heller T, McCubbin JA, Drum C, et al. Physical 
activity and nutrition health promotion 
interventions: what is working for people with 
intellectual disabilities? Intellectual & 
Developmental Disabilities 2011 Feb; 49(1):26- 
36. PMID: 21338310. 


Horner-Johnson W, Drum CE, Abdullah N. A 
randomized trial of a health promotion 
intervention for adults with disabilities. 
Disability & Health Journal 2011 Oct; 4(4):254- 
61. PMID: 22014673. 


Naaldenberg J, Kuijken N, van Dooren K, et al. 
Topics, methods and challenges in health 
promotion for people with intellectual 
disabilities: a structured review of literature. 
Research in Developmental Disabilities 2013 
Dec; 34(12):4534-45. PMID: 24161461. 


Perez-Cruzado D, Cuesta-Vargas AI. Improving 
Adherence Physical Activity with a Smartphone 
Application Based on Adults with Intellectual 
Disabilities (APPCOID). BMC Public Health 
2013; 13:1173. PMID: 24330604. 


Robinson-Whelen S, Hughes RB, Powers LE, et 
al. Efficacy of a computerized abuse and safety 
assessment intervention for women with 
disabilities: a randomized controlled trial. 
Rehabilitation Psychology 2010 May; 55(2):97- 
107. PMID: 20496965. 


Robinson-Whelen S, Hughes RB, Taylor HB, et al. 


Improving the health and health behaviors of 


women aging with physical disabilities: A peer-led 


health promotion program. Womens Health Issues 
2006 Nov-Dec; 16(6):334-45. PMID: 17188216. 


15. 


16. 


17. 


18. 


19. 


20. 


Stuifbergen AK, Becker H, Blozis S, et al. A 
randomized clinical trial of a wellness 
intervention for women with multiple sclerosis. 
Archives of Physical Medicine & Rehabilitation 
2003 Apr; 84(4):467-76. PMID: 12690582. 


Stuifbergen AK, Morris M, Jung JH, et al. 
Benefits of wellness interventions for persons 
with chronic and disabling conditions: a review 
of the evidence. Disability & Health Journal 
2010 Jul; 3(3):133-45. PMID: 20628583. 


Verschuren O, Ketelaar M, Gorter JW, et al. 
Exercise training program in children and 
adolescents with cerebral palsy: a randomized 
controlled trial. Archives of Pediatrics & 
Adolescent Medicine 2007 Nov; 161(11):1075- 
81. PMID: 17984410. 


Verschuren O, Ketelaar M, Takken T, et al. 
Exercise programs for children with cerebral 
palsy: a systematic review of the literature. 
American Journal of Physical Medicine & 
Rehabilitation 2008 May; 87(5):404-17. PMID: 
17993987. 


Wilson JAB, Wells MG. Telehealth and the deaf: 
a comparison study. Journal of Deaf Studies & 
Deaf Education 2009; 14(3):386-402. PMID: 
19398534. 


Wu C-L, Lin J-D, Hu J, et al. The effectiveness 
of healthy physical fitness programs on people 
with intellectual disabilities living in a disability 
institution: six-month short-term effect. Research 
in Developmental Disabilities 2010 May-Jun; 
31(3):713-7. PMID: 20172687. 


Full Text—Provider Education Only (4) 


1. 


Catteau C, Faulks D, Mishellany-Dutour A, et al. 
Using e-learning to train dentists in the 
development of standardised oral health 
promotion interventions for persons with 
disability. European Journal of Dental Education 
2013 Aug; 17(3):143-53. PMID: 23815691. 


. Estes JP, Deyer CA, Hansen RA, et al. Influence 


of occupational therapy curricula on students' 
attitudes toward persons with disabilities. 
American Journal of Occupational Therapy 1991 
Feb; 45(2):156-9. PMID: 1827951. 


3. 


Spaite DW, Conroy C, Karriker KJ, et al. 
Improving emergency medical services for 
children with special health care needs: does 
training make a difference? American Journal of 
Emergency Medicine 2001 Oct; 19(6):474-8. 
PMID: 11593465. 


. Spaite DW, Karriker KJ, Conroy C, et al. 


Emergency medical services assessment and 
treatment of children with special health care 
needs before and after specialized paramedic 
training. Prehospital & Disaster Medicine 2001 
Apr-Jun; 16(2):96-101. PMID: 11513288. 


Full Text—Virtual Care/Not Access Focused (10) 


1. 


Boisvert M, Lang R, Andrianopoulos M, et al. 
Telepractice in the assessment and treatment of 
individuals with autism spectrum disorders: A 
systematic review. Developmental 
Neurorehabilitation 2010; 13(6):423-432. PMID: 
20887200. 


Bombardier CH, Bell KR, Temkin NR, et al. The 
efficacy of a scheduled telephone intervention 
for ameliorating depressive symptoms during the 
first year after traumatic brain injury. Journal of 
Head Trauma Rehabilitation 2009 Jul-Aug; 
24(4):230-8. PMID: 19625862. 


Carey B, O'Brian S, Onslow M, et al. 
Randomized controlled non-inferiority trial of a 
telehealth treatment for chronic stuttering: The 
camperdown program. International Journal of 
Language & Communication Disorders 2010; 
45(1):108-120. PMID: 19424889. 


Fortney JC, Pyne JM, Kimbrell TA, et al. 
"Telemedicine-based collaborative care for 
posttraumatic stress disorder: A randomized 
clinical trial": Correction. JAMA Psychiatry 
2015; 72(1):96. 


Fortney JC, Pyne JM, Kimbrell TA, et al. 
Telemedicine-based collaborative care for 
posttraumatic stress disorder: A randomized 
clinical trial. JAMA Psychiatry 2015; 72(1):58- 
67. PMID: 25409287. 


C-4 


6. 


10. 


Langan J, Delave K, Phillips L, et al. Home- 
based telerehabilitation shows improved upper 
limb function in adults with chronic stroke: a 
pilot study. Journal of Rehabilitation Medicine 
2013 Feb; 45(2):217-20. PMID: 23319181. 


Morland LA, Greene CJ, Rosen CS, et al. 
Telemedicine for anger management therapy in a 
rural population of combat veterans with 
posttraumatic stress disorder: A randomized non 
inferiority trial. Journal of Clinical Psychiatry 
2010; 71(7):855-863. PMID: 20122374. 


Morland LA, Mackintosh M-A, Greene CJ, et al. 
Cognitive processing therapy for posttraumatic 
stress disorder delivered to rural veterans via 
telemental health: A randomized noninferiority 
clinical trial. Journal of Clinical Psychiatry 2014; 
75(5):470-476. PMID: 24922484. 


van den Berg MH, Ronday HK, Peeters AJ, et al. 
Using internet technology to deliver a home- 
based physical activity intervention for patients 
with rheumatoid arthritis: A randomized 
controlled trial. Arthritis & Rheumatism 2006 
Dec 15; 55(6):935-45. PMID: 17139640. 


Yuen HK. Effect of a home telecare program on 
oral health among adults with tetraplegia: a pilot 
study. Spinal Cord 2013 Jun; 51(6):477-81. 
PMID: 23318557. 


Lesbian, Gay, Bisexual, and Transgender Populations 


Full Text—Design/Descriptive (27) 


1. 


Beverly A. Transforming the nursing curriculum: 
integrating concepts of gender, race, class, and 
ethnicity. Deans Notes 1992 Mar; 13(4):1-3. 
PMID: 1563112. 


Bonvicini KA, Perlin MJ. The same but 
different: clinician-patient communication with 
gay and lesbian patients. Patient Education & 
Counseling 2003 Oct; 51(2):115-22. PMID: 
14572940. 


Brennan AMW, Barnsteiner J, Siantz MLL, et 
al. Lesbian, gay, bisexual, transgendered, or 
intersexed content for nursing curricula. Journal 
of Professional Nursing 2012 Mar-Apr; 
28(2):96-104. PMID: 22459139. 


Brondani MA, Paterson R. Teaching lesbian, 
gay, bisexual, and transgender issues in dental 
education: a multipurpose method. Journal of 
Dental Education 2011 Oct; 75(10):1354-61. 
PMID: 22012779. 


Celik H, Lagro-Janssen TALM, Widdershoven 
GGAM, et al. Bringing gender sensitivity into 
healthcare practice: a systematic review. Patient 
Education & Counseling 2011 Aug; 84(2):143-9. 
PMID: 20719461. 


Chervin M, Brotman S, Ryan B, et al. 
Transforming schools of social work into spaces 
of social action: a critical exploration of Project 
Interaction, The Gay, Lesbian, Bisexual and 
Two-Spirit Initiative of McGill University's 
School of Social Work. Canadian Journal of 
Community Mental Health 2003; 22(2):69-84. 
PMID: 15868839. 


Chu J, Floyd R, Diep H, et al. A tool for the 
culturally competent assessment of suicide: the 
Cultural Assessment of Risk for Suicide (CARS) 
measure. Psychological Assessment 2013 Jun; 
25(2):424-34. PMID: 23356681. 


Corliss HL, Shankle MD, Moyer MB. Research, 
curricula, and resources related to lesbian, gay, 
bisexual, and transgender health in US schools of 
public health. American Journal of Public Health 
2007 Jun; 97(6):1023-7. PMID: 17463373. 


Cramer EP. Effects of an educational unit about 
lesbian identity development and disclosure in a 
social work methods course. Journal of Social 
Work Education 1997; 33(3):461-472. 


C-5 


10. Diamond GM, Diamond GS, Levy S, et al. 
Attachment-based family therapy for suicidal 
lesbian, gay, and bisexual adolescents: A 
treatment development study and open trial with 
preliminary findings. Psychotherapy 2012 Mar; 
49(1):62-71. PMID: 22181026. 


11. Diamond GM, Diamond GS, Levy S, et al. 
Attachment-based family therapy for suicidal 
lesbian, gay, and bisexual adolescents: A 
treatment development study and open trial with 
preliminary findings. Psychology of Sexual 
Orientation and Gender Diversity 2013 Aug; 
1(S):91-100. 


12. Dibble SL, Roberts SA. Improving cancer 
screening among lesbians over 50: results of a 
pilot study. Oncology Nursing Forum 2003 Jul- 
Aug; 30(4):E71-9. PMID: 12861329. 


13. Eliason MJ. Working with lesbian, gay, and 
bisexual people. Reducing negative stereotypes 
via inservice education. Journal of Nursing Staff 
Development 1996 May-Jun; 12(3):127-32. 
PMID: 8716410. 


14. Godfrey K, Haddock SA, Fisher A, et al. 
Essential components of curricula for preparing 
therapists to work effectively with lesbian, gay, 
and bisexual clients: a Delphi study. Journal of 
Marital & Family Therapy 2006 Oct; 32(4):491- 
504. PMID: 17120521. 


15. Katz KA, Furnish TJ. Dermatology-related 
epidemiologic and clinical concerns of men who 
have sex with men, women who have sex with 
women, and transgender individuals. Archives of 
Dermatology 2005 Oct; 141(10):1303-10. 

PMID: 16230569. 


16. Lim FA, Bernstein I. Promoting awareness of 
LGBT issues in aging in a baccalaureate nursing 
program. Nursing Education Perspectives 2012 
May-Jun; 33(3):170-5. PMID: 22860480. 


17. Lombardi EL, van Servellen G. Building 
culturally sensitive substance use prevention and 
treatment programs for transgendered 
populations. Journal of Substance Abuse 
Treatment 2000 Oct; 19(3):291-6. PMID: 
11027900. 


18. 


19. 


20. 


21. 


22. 


23. 


Long JK, Serovich JM. Incorporating sexual 
orientation into MFT training programs: infusion 
and inclusion. Journal of Marital & Family 
Therapy 2003 Jan; 29(1):59-67. PMID: 
12616799. 


Mayer K, Appelbaum J, Rogers T, et al. The 
evolution of the Fenway Community Health 
model. American Journal of Public Health 2001 
Jun; 91(6):892-4. PMID: 11392929. 


McNair R. Outing lesbian health in medical 
education. Women & Health 2003; 37(4):89- 
103. PMID: 12956216. 


Obedin-Maliver J, Goldsmith ES, Stewart L, et 
al. Lesbian, gay, bisexual, and transgender- 
related content in undergraduate medical 
education. JAMA 2011 Sep 7; 306(9):971-7. 
PMID: 21900137. 


Robinson G, Cohen M. Gay, lesbian and 


bisexual health care issues and medical curricula. 


CMAJ Canadian Medical Association Journal 
1996 Sep 15; 155(6):709-11. PMID: 8823216. 


Sansone RA, Wiederman MW. Sexuality 
training for psychiatry residents: a national 
survey of training directors. Journal of Sex & 
Marital Therapy 2000 Jul-Sep; 26(3):249-56. 
PMID: 10929573. 


24. 


25; 


26. 


27. 


Shindel AW, Parish SJ. Sexuality education in 
North American medical schools: current status 
and future directions. Journal of Sexual Medicine 
2013 Jan; 10(1):3-17; quiz 8. PMID: 23343168. 


Tamas RL, Miller KH, Martin LJ, et al. 
Addressing patient sexual orientation in the 
undergraduate medical education curriculum. 
Academic Psychiatry 2010 Sep-Oct; 34(5):342- 
5. PMID: 20833902. 


Townsend MH, Wallick MM, Pleak RR, et al. 
Gay and lesbian issues in child and adolescent 
psychiatry training as reported by training 
directors. Journal of the American Academy of 
Child & Adolescent Psychiatry 1997 Jun; 
36(6):764-8. PMID: 9183130. 


Winston EJ, Piercy FP. Gender and diversity 
topics taught in Commission on Accreditation 
for Marriage and Family Therapy Education 
programs. Journal of Marital & Family Therapy 
2010 Oct; 36(4):446-71. PMID: 21039658. 


Full Text —Descriptive/No Intervention (12) 


1. 


Austin SB, Pazaris MJ, Nichols LP, et al. An 
examination of sexual orientation group patterns 
in mammographic and colorectal screening in a 
cohort of U.S. women. Cancer Causes & Control 
2013 Mar; 24(3):539-47. PMID: 22729931. 


Bailey JV, Kavanagh J, Owen C, et al. Lesbians 
and cervical screening. British Journal of 
General Practice 2000 Jun; 50(455):481-2. 
PMID: 10962789. 


Boehmer U, Miao X, Ozonoff A. Cancer 
survivorship and sexual orientation. Cancer 2011 
Aug 15; 117(16):3796-804. PMID: 21557209. 


Burnett CB, Steakley CS, Slack R, et al. Patterns 
of breast cancer screening among lesbians at 
increased risk for breast cancer. Women & 
Health 1999; 29(4):35-55. PMID: 10608668. 


Jin H, Earnshaw VA, Wickersham JA, et al. An 
assessment of health-care students’ attitudes 
toward patients with or at high risk for HIV: 
implications for education and cultural 
competency. AIDS Care 2014; 26(10):1223-8. 
PMID: 24625279. 


C-6 


6. 


8. 


McManus AJ, Hunter LP, Renn H. Lesbian 
experiences and needs during childbirth: 
guidance for health care providers. JOGNN - 
Journal of Obstetric, Gynecologic, & Neonatal 
Nursing 2006 Jan-Feb; 35(1):13-23. PMID: 
16466349. 


Meads C, Moore D. Breast cancer in lesbians 
and bisexual women: systematic review of 
incidence, prevalence and risk studies. BMC 
Public Health 2013; 13:1127. PMID: 24313963. 


Moll J, Krieger P, Moreno- Walton L, et al. The 
prevalence of lesbian, gay, bisexual, and 
transgender health education and training in 
emergency medicine residency programs: what 
do we know? Academic Emergency Medicine 
2014 May; 21(5):608-11. PMID: 24842513. 


Mujawar I, Sabatino M, Ray Mitchell S, et al. A 
12-year comparison of students’ perspectives on 
diversity at a Jesuit Medical School. Medical 
Education Online 2014; 19:23401. PMID: 
24581334. 


10. Roberts SJ. Health care recommendations for 


lesbian women. JOGNN - Journal of Obstetric, 
Gynecologic, & Neonatal Nursing 2006 Sep-Oct; 
35(5):583-91. PMID: 16958713. 


12. 


Simpson TL, Balsam KF, Cochran BN, et al. 
Veterans administration health care utilization 
among sexual minority veterans. Psychological 
Services 2013 May; 10(2):223-32. PMID: 


Ul. 23730965. 


Shields L, Zappia T, Blackwood D, et al. 
Lesbian, gay, bisexual, and transgender parents 
seeking health care for their children: a 
systematic review of the literature. Worldviews 
on Evidence-Based Nursing 2012 Dec; 9(4):200- 


9. PMID: 22646981. 


Full Text—HIV Focused (8) 


1. Carrico AW, Nation A, Gomez W, et al. Pilot trial 5. 
of an expressive writing intervention with HIV- 
positive methamphetamine-using men who have 
sex with men. Psychology of Addictive Behaviors 
2015 Jun; 29(2):277-82. PMID: 25437153. 


2. Fals-Stewart W, O'Farrell TJ, Lam WKK. 
Behavioral couple therapy for gay and lesbian 
couples with alcohol use disorders. Journal of 
Substance Abuse Treatment 2009 Dec; 37(4):379- 
87. PMID: 19553063. 


3. Gayner B, Esplen MJ, DeRoche P, et al. A 
randomized controlled trial of mindfulness-based 
stress reduction to manage affective symptoms 
and improve quality of life in gay men living with 
HIV. Journal of Behavioral Medicine 2012 Jun; 
35(3):272-85. PMID: 21597980. 


4. Grossman S, Wheeler K, Lippman D. Role- 
modeling experience improves nursing students' 8. 
attitudes toward people living with AIDS. 
Nursingconnections 1998; 11(1):41-9. PMID: 
9644480. 


Kemppainen JK, Dubbert PM, McWilliams P. 
Effects of group discussion and guided patient 
care experience on nurses’ attitudes towards care 
of patients with AIDS. Journal of Advanced 
Nursing 1996 Aug; 24(2):296-302. PMID: 
8858433. 


6. Mulder CL, Antoni MH, Emmelkamp PM, et al. 
Psychosocial group intervention and the rate of 
decline of immunological parameters in 
asymptomatic HIV-infected homosexual men. 
Psychotherapy & Psychosomatics 1995; 63(3- 
4):185-92. PMID: 7624465. 


7. Mulder CL, Emmelkamp PM, Antoni MH, et al. 
Cognitive-behavioral and experiential group 
psychotherapy for HIV-infected homosexual men: 
a comparative study. Psychosomatic Medicine 
1994 Sep-Oct; 56(5):423-31. PMID: 7809342. 


Velasquez MM, von Sternberg K, Johnson DH, et 
al. Reducing sexual risk behaviors and alcohol use 
among HIV-positive men who have sex with men: 
A randomized clinical trial. Journal of Consulting 
and Clinical Psychology 2009 Aug; 77(4):657-67. 
PMID: 19634959. 


Full Text—Individualized/Patient Centered Care (4) 


1. Chesney MA, Koblin BA, Barresi PJ, et al. An 3. Safren SA, O'Cleirigh CM, Skeer M, et al. Project 
individually tailored intervention for HIV enhance: a randomized controlled trial of an 
prevention: baseline data from the EXPLORE individualized HIV prevention intervention for 
Study. American Journal of Public Health 2003 HIV-infected men who have sex with men 
Jun; 93(6):933-8. PMID: 12773358. conducted in a primary care setting. Health 


2. Gore-Felton C, Rotheram-Borus MJ, Weinhardt ee SUT Rebs oe: 
LS, et al. The Healthy Living Project: an , 
individually tailored, multidimensional 4. Schwarcz SK, Chen Y-H, Murphy JL, et al. A 
intervention for HIV-infected persons. AIDS randomized control trial of personalized cognitive 
Education & Prevention 2005 Feb; 17(1 Suppl counseling to reduce sexual risk among HIV- 
A):21-39. PMID: 15843115. infected men who have sex with men. AIDS Care 
2013; 25(1):1-10. PMID: 22568569. 


C-7 


Full Text—No Formal System (32) 


1. 


Bowen AM, Horvath K, Williams ML. A 
randomized control trial of Internet-delivered 
HIV prevention targeting rural MSM. Health 
Education Research 2007 Feb; 22(1):120-7. 
PMID: 16849391. 


Bowen AM, Williams ML, Daniel CM, et al. 
Internet based HIV prevention research targeting 
rural MSM: feasibility, acceptability, and 
preliminary efficacy. Journal of Behavioral 
Medicine 2008 Dec; 31(6):463-77. PMID: 
18770021. 


Carpenter KM, Stoner SA, Mikko AN, et al. 
Efficacy of a web-based intervention to reduce 
sexual risk in men who have sex with men. 
AIDS & Behavior 2010 Jun; 14(3):549-57. 
PMID: 19499321. 


Chesney MA, Chambers DB, Taylor JM, et al. 
Coping effectiveness training for men living with 
HIV: results from a randomized clinical trial 
testing a group-based intervention. 
Psychosomatic Medicine 2003 Nov-Dec; 
65(6):1038-46. PMID: 14645783. 


Christensen JL, Miller LC, Appleby PR, et al. 
Reducing shame in a game that predicts HIV risk 
reduction for young adult MSM: a randomized 
trial delivered nationally over the Web. Journal 
of the International AIDS Society 2013; 16(3 
Suppl 2):18716. PMID: 24242264. 


Dilley JW, Woods WJ, Loeb L, et al. Brief 
cognitive counseling with HIV testing to reduce 
sexual risk among men who have sex with men: 
results from a randomized controlled trial using 
paraprofessional counselors. Journal of Acquired 
Immune Deficiency Syndromes: JAIDS 2007 
Apr 15; 44(5):569-77. PMID: 17310937. 


Dilley JW, Woods WJ, Sabatino J, et al. 
Changing sexual behavior among gay male 
repeat testers for HIV: a randomized, controlled 
trial of a single-session intervention. Journal of 
Acquired Immune Deficiency Syndromes: 
JAIDS 2002 Jun 1; 30(2):177-86. PMID: 
12045680. 


Harawa NT, Williams JK, McCuller WJ, et al. 
Efficacy of a culturally congruent HIV risk- 
reduction intervention for behaviorally bisexual 
black men: results of a randomized trial. AIDS 
2013 Jul 31; 27(12):1979-88. PMID: 24180003. 


C-8 


10. 


11. 


12. 


13. 


14. 


15. 


16. 


17. 


Hirshfield S, Chiasson MA, Joseph H, et al. An 
online randomized controlled trial evaluating 
HIV prevention digital media interventions for 
men who have sex with men. PLoS ONE 
[Electronic Resource] 2012; 7(10):e46252. 
PMID: 23071551. 


Horvath KJ, Oakes JM, Rosser BRS, et al. 
Feasibility, acceptability and preliminary 
efficacy of an online peer-to-peer social support 
ART adherence intervention. AIDS & Behavior 
2013 Jul; 17(6):2031-44. PMID: 23553347. 


Imrie J, Stephenson JM, Cowan FM, et al. A 
cognitive behavioural intervention to reduce 
sexually transmitted infections among gay men: 
randomised trial. BMJ 2001 Jun 16; 

322(7300): 1451-6. PMID: 11408300. 


Kelly JA, Murphy DA, Sikkema KJ, et al. 
Randomised, controlled, community-level HIV- 
prevention intervention for sexual-risk behaviour 
among homosexual men in US cities. 
Community HIV Prevention Research 
Collaborative. Lancet 1997 Nov 22; 

350(9090): 1500-5. PMID: 9388397. 


Koblin B, Chesney M, Coates T, et al. Effects of 
a behavioural intervention to reduce acquisition 
of HIV infection among men who have sex with 
men: the EXPLORE randomised controlled 
study. Lancet 2004 Jul 3-9; 364(9428):41-50. 
PMID: 15234855. 


Koblin BA, Bonner S, Powell B, et al. A 
randomized trial of a behavioral intervention for 
black MSM: the DiSH study. AIDS 2012 Feb 
20; 26(4):483-8. PMID: 22156967. 


Kurtz SP, Stall RD, Buttram ME, et al. A 
randomized trial of a behavioral intervention for 
high risk substance-using MSM. AIDS & 
Behavior 2013 Nov; 17(9):2914-26. PMID: 
23732957. 


Lau JTF, Lau M, Cheung A, et al. A randomized 
controlled study to evaluate the efficacy of an 
Internet-based intervention in reducing HIV risk 
behaviors among men who have sex with men in 
Hong Kong. AIDS Care 2008 Aug; 20(7):820-8. 
PMID: 18608057. 


Lau JTF, Tsui HY, Lau MMC. A pilot clustered 
randomized control trial evaluating the efficacy 
of a network-based HIV peer-education 
intervention targeting men who have sex with 
men in Hong Kong, China. AIDS Care 2013; 
25(7):812-9. PMID: 23244706. 


18. 


19. 


20. 


21. 


22. 


23. 


24. 


25: 


Lin Y-J, Israel T. A computer-based intervention 
to reduce internalized heterosexism in men. 
Journal of Counseling Psychology 2012 Jul; 
59(3):458-64. PMID: 22545801. 


Mausbach BT, Semple SJ, Strathdee SA, et al. 
Efficacy of a behavioral intervention for 
increasing safer sex behaviors in HIV-positive 
MSM methamphetamine users: results from the 
EDGE study. Drug & Alcohol Dependence 2007 
Mar 16; 87(2-3):249-57. PMID: 17182196. 


Mimiaga MJ, Reisner SL, Pantalone DW, et al. 
A pilot trial of integrated behavioral activation 
and sexual risk reduction counseling for HIV- 
uninfected men who have sex with men abusing 
crystal methamphetamine. AIDS Patient Care & 
Stds 2012 Nov; 26(11):681-93. PMID: 
23030605. 


Rosser BRS, Bockting WO, Rugg DL, et al. A 
randomized controlled intervention trial of a 
sexual health approach to long-term HIV risk 
reduction for men who have sex with men: 
effects of the intervention on unsafe sexual 
behavior. AIDS Education & Prevention 2002 
Jun; 14(3 Suppl A):59-71. PMID: 12092938. 


Rosser BRS, Hatfield LA, Miner MH, et al. 
Effects of a behavioral intervention to reduce 
serodiscordant unsafe sex among HIV positive 
men who have sex with men: the Positive 
Connections randomized controlled trial study. 
Journal of Behavioral Medicine 2010 Apr; 
33(2):147-58. PMID: 20101454. 


Rosser BRS, Oakes JM, Konstan J, et al. 
Reducing HIV risk behavior of men who have 
sex with men through persuasive computing: 
results of the Men's INTernet Study-II. AIDS 
2010 Aug 24; 24(13):2099-107. PMID: 
20601853. 


Sanchez JP, Guilliames C, Sanchez NF, et al. 
Video tool to promote knowledge of syphilis 
among black and Hispanic men recruited from 
clinical and non-clinical settings. Journal of 
Community Health 2010 Jun; 35(3):220-8. 
PMID: 20151183. 


Serovich JM, Reed S, Grafsky EL, et al. An 
intervention to assist men who have sex with 
men disclose their serostatus to casual sex 
partners: results from a pilot study. AIDS 
Education & Prevention 2009 Jun; 21(3):207-19. 
PMID: 19519236. 


C-9 


26. 


27. 


28. 


29. 


30. 


31. 


32. 


Sullivan PS, White D, Rosenberg ES, et al. 
Safety and acceptability of couples HIV testing 
and counseling for US men who have sex with 
men: a randomized prevention study. Journal of 
the International Association of Providers of 
AIDS Care 2014 Mar-Apr; 13(2):135-44. PMID: 
23995295. 


Tobin K, Kuramoto SJ, German D, et al. Unity 
in diversity: results of a randomized clinical 
culturally tailored pilot HIV prevention 
intervention trial in Baltimore, Maryland, for 
African American men who have sex with men. 
Health Education & Behavior 2013 Jun; 
40(3):286-95. PMID: 22984216. 


Vega MY, Spieldenner AR, DeLeon D, et al. 
SOMOS: Evaluation of an HIV prevention 
intervention for Latino gay men. Health 
Education Research 2011; 26(3):407-418. 
PMID: 21059799. 


Weiss JJ, Mulder CL, Antoni MH, et al. Effects 
of a supportive-expressive group intervention on 
long-term psychosocial adjustment in HIV- 
infected gay men. Psychotherapy & 
Psychosomatics 2003 May-Jun; 72(3):132-40. 
PMID: 12707480. 


Wilton L, Herbst JH, Coury-Doniger P, et al. 
Efficacy of an HIV/STI prevention intervention 
for black men who have sex with men: findings 
from the Many Men, Many Voices (3MV) 
project. AIDS & Behavior 2009 Jun; 13(3):532- 
44. PMID: 19267264. 


Wolitski RJ, Gomez CA, Parsons JT. Effects of a 
peer-led behavioral intervention to reduce HIV 
transmission and promote serostatus disclosure 
among HIV-seropositive gay and bisexual men. 
AIDS 2005 Apr; 19 Suppl 1:S99-109. PMID: 
15838199. 


Wolitski RJ, Parsons JT, Gomez CA, et al. 
Prevention with gay and bisexual men living 
with HIV: rationale and methods of the 
Seropositive Urban Men's Intervention Trial 
(SUMIT). AIDS 2005 Apr; 19 Suppl 1:S1-11. 
PMID: 15838188. 


Racial/Ethnic Populations 
Design (124) 


1. 


Affonso DD, Mayberry LJ, Graham K, et al. 
Prenatal and postpartum care in Hawaii: a 
community-based approach. JOGNN - Journal 
of Obstetric, Gynecologic, & Neonatal Nursing 
1993 Jul-Aug; 22(4):320-5. PMID: 8410431. 


Ahluwalia JS, Okuyemi K, Nollen N, et al. The 
effects of nicotine gum and counseling among 
African American light smokers: a 2 x 2 
factorial design. Addiction 2006 Jun; 
101(6):883-91. PMID: 16696632. 


Alexander GK, Uz SW, Hinton I, et al. Culture 
brokerage strategies in diabetes education. 
Public Health Nursing 2008 Sep-Oct; 
25(5):461-70. PMID: 18816363. 


Alvidrez J, Snowden LR, Rao SM, et al. 
Psychoeducation to address stigma in black 
adults referred for mental health treatment: a 
randomized pilot study. Community Mental 
Health Journal 2009 Apr; 45(2):127-36. PMID: 
18841473. 


Ameling JM, Ephraim PL, Bone LR, et al. 
Adapting hypertension self-management 
interventions to enhance their sustained 
effectiveness among urban African Americans. 
Family & Community Health 2014 Apr-Jun; 
37(2):119-33. PMID: 24569158. 


Amoako E, Skelly AH. Managing uncertainty 
in diabetes: an intervention for older African 
American women. Ethnicity & Disease 2007; 
17(3):515-21. PMID: 17985507. 


Amoako E, Skelly AH, Rossen EK. Outcomes 
of an intervention to reduce uncertainty among 
African American women with diabetes. 
Western Journal of Nursing Research 2008 
Dec; 30(8):928-42. PMID: 18596303. 


Ashing K, Rosales M. A telephonic-based trial 
to reduce depressive symptoms among Latina 
breast cancer survivors. Psycho-Oncology 2014 
May; 23(5):507-15. PMID: 24217994. 


Babamoto KS, Sey KA, Camilleri AJ, et al. 
Improving diabetes care and health measures 
among hispanics using community health 
workers: results from a randomized controlled 
trial. Health Education & Behavior 2009 Feb; 
36(1):113-26. PMID: 19188371. 


C-10 


10. 


11. 


12. 


13. 


14. 


15. 


16. 


17. 


Bailey EJ, Erwin DO, Belin P. Using cultural 
beliefs and patterns to improve mammography 
utilization among African-American women: 
the Witness Project. Journal of the National 
Medical Association 2000 Mar; 92(3):136-42. 
PMID: 10745644. 


Barnato AE, Mohan D, Downs J, et al. A 
randomized trial of the effect of patient race on 
physicians’ intensive care unit and life- 
sustaining treatment decisions for an acutely 
unstable elder with end-stage cancer. Critical 
Care Medicine 2011 Jul; 39(7):1663-9. PMID: 
21460710. 


Barrera M, Jr., Toobert D, Strycker L, et al. 
Effects of acculturation on a culturally adapted 
diabetes intervention for Latinas. Health 
Psychology 2012 Jan; 31(1):51-4. PMID: 
21859212. 


Beeber LS, Lewis VS, Cooper C, et al. Meeting 
the "Now" Need: PMH-APRN-- Interpreter 
Teams Provide In-Home Mental Health 
Intervention for Depressed Latina Mothers 
With Limited English Proficiency. Journal of 
the American Psychiatric Nurses Association 
2009 Aug; 15(4):249-59. PMID: 21665811. 


Blixen CE, Hammel JP, Murphy D, et al. 
Feasibility of a nurse-run asthma education 
program for urban African-Americans: a pilot 
study. Journal of Asthma 2001 Feb; 38(1):23- 
32. PMID: 11256551. 


Bolin JN, Ory MG, Wilson AD, et al. Diabetes 
education kiosks in a latino community. 
Diabetes Educator 2013 Mar-Apr; 39(2):204- 
12. PMID: 23435404. 


Brown SA, Garcia AA, Kouzekanani K, et al. 
Culturally competent diabetes self-management 
education for Mexican Americans: the Starr 
County border health initiative. Diabetes Care 
2002 Feb; 25(2):259-68. PMID: 11815493. 


Brown SA, Hanis CL. A community-based, 
culturally sensitive education and group-support 
intervention for Mexican Americans with 
NIDDM: a pilot study of efficacy. Diabetes 
Educator 1995 May-Jun; 21(3):203-10. PMID: 
7758387. 


18. 


19. 


20. 


21. 


22. 


23. 


24. 


25. 


26. 


Canino G, Vila D, Normand S-LT, et al. 
Reducing asthma health disparities in poor 
Puerto Rican children: the effectiveness of a 
culturally tailored family intervention. Journal 
of Allergy & Clinical Immunology 2008 Mar; 
121(3):665-70. PMID: 18061648. 


Carter EL, Nunlee-Bland G, Callender C. A 
patient-centric, provider-assisted diabetes 
telehealth self-management intervention for 
urban minorities. Perspectives in Health 
Information Management 2011; 8:1b. PMID: 
21307985. 


Castejon AM, Calderon JL, Perez A, et al. A 
community-based pilot study of a diabetes 
pharmacist intervention in Latinos: impact on 
weight and hemoglobin Alc. Journal of Health 
Care for the Poor & Underserved 2013 Nov; 
24(4 Suppl):48-60. PMID: 24241260. 


Catley D, Ahluwalia JS, Resnicow K, et al. 
Depressive symptoms and smoking cessation 
among inner-city African Americans using the 
nicotine patch. Nicotine & Tobacco Research 
2003 Feb; 5(1):61-8. PMID: 12745507. 


Champion JD, Collins JL. Comparison of a 
theory-based (AIDS Risk Reduction Model) 
cognitive behavioral intervention versus 
enhanced counseling for abused ethnic minority 
adolescent women on infection with sexually 
transmitted infection: Results of a randomized 
controlled trial. International Journal of Nursing 
Studies 2012; 49(2):138-150. PMID: 21937041. 


Clark F, Azen SP, Zemke R, et al. Occupational 
therapy for independent-living older adults. A 
randomized controlled trial. JAMA 1997 Oct 
22-29; 278(16):1321-6. PMID: 9343462. 


Collins-McNeil J, Edwards CL, Batch BC, et al. 
A culturally targeted self-management program 
for African Americans with type 2 diabetes 
mellitus. Canadian Journal of Nursing Research 
2012 Dec; 44(4):126-41. PMID: 23448079. 


Cooper LA, Marsteller JA, Noronha GJ, et al. A 
multi-level system quality improvement 
intervention to reduce racial disparities in 
hypertension care and control: study protocol. 
Implementation Science 2013; 8:60. PMID: 
23734703. 


Cousins JH, Rubovits DS, Dunn JK, et al. 
Family versus individually oriented intervention 
for weight loss in Mexican American women. 
Public Health Reports 1992 Sep-Oct; 
107(5):549-55. PMID: 1410236. 


C-11 


27. 


28. 


29. 


30. 


31. 


32. 


33. 


34. 


35. 


Cramer JS, Sibley RF, Bartlett DP, et al. An 
adaptation of the diabetes prevention program 
for use with high-risk, minority patients with 
type 2 diabetes. Diabetes Educator 2007 May- 
Jun; 33(3):503-8. PMID: 17570881. 


DeMarco RF, Chan K. The Sistah Powah 
structured writing intervention: a feasibility 
study for aging, low-income, HIV-positive 
Black women. American Journal of Health 
Promotion 2013 Nov-Dec; 28(2):108-18. 
PMID: 23621624. 


DePue JD, Rosen RK, Batts-Turner M, et al. 
Cultural translation of interventions: diabetes 
care in American Samoa. American Journal of 
Public Health 2010 Nov; 100(11):2085-93. 
PMID: 20864729. 


DePue JD, Rosen RK, Seiden A, et al. 
Implementation of a culturally tailored diabetes 
intervention with community health workers in 
American Samoa. Diabetes Educator 2013 Nov- 
Dec; 39(6):761-71. PMID: 24052204. 


Diabetes Prevention Program Research G. The 
Diabetes Prevention Program (DPP): 
description of lifestyle intervention. Diabetes 
Care 2002 Dec; 25(12):2165-71. PMID: 
12453955. 


Drieling RL, Ma J, Stafford RS. Evaluating 
clinic and community-based lifestyle 
interventions for obesity reduction in a low- 
income Latino neighborhood: Vivamos Activos 
Fair Oaks Program. BMC Public Health 2011; 
11:98. PMID: 21320331. 


Dushay RA, Singer M, Weeks MR, et al. 
Lowering HIV risk among ethnic minority drug 
users: comparing culturally targeted 
intervention to a standard intervention. 
American Journal of Drug & Alcohol Abuse 
2001 Aug; 27(3):501-24. PMID: 11506265. 


Dwight-Johnson M, Aisenberg E, Golinelli D, 
et al. Telephone-based cognitive-behavioral 
therapy for Latino patients living in rural areas: 
a randomized pilot study. Psychiatric Services 
2011 Aug; 62(8):936-42. PMID: 21807834. 


Ell K, Vourlekis B, Lee P-J, et al. Patient 
navigation and case management following an 
abnormal mammogram: a randomized clinical 
trial. Preventive Medicine 2007 Jan; 44(1):26- 
33. PMID: 16962652. 


36. 


37. 


38. 


39. 


40. 


41. 


42. 


43. 


44, 


Engelman KK, Cupertino AP, Daley CM, et al. 
Engaging diverse underserved communities to 

bridge the mammography divide. BMC Public 

Health 2011; 11:47. PMID: 21255424. 


Gary TL, Hill-Briggs F, Batts-Turner M, et al. 
Translational research principles of an 
effectiveness trial for diabetes care in an urban 
African American population. Diabetes 
Educator 2005 Nov-Dec; 31(6):880-9. PMID: 
16288095. 


Gaston MH, Porter GK, Thomas VG. Prime 
Time Sister Circles: evaluating a gender- 
specific, culturally relevant health intervention 
to decrease major risk factors in mid-life 
African-American women. Journal of the 
National Medical Association 2007 Apr; 
99(4):428-38. PMID: 17444433. 


Gilliland SS, Azen SP, Perez GE, et al. Strong 
in body and spirit: lifestyle intervention for 
Native American adults with diabetes in New 
Mexico. Diabetes Care 2002 Jan; 25(1):78-83. 
PMID: 11772905. 


Grote NK, Swartz HA, Geibel SL, et al. A 
randomized controlled trial of culturally 
relevant, brief interpersonal psychotherapy for 
perinatal depression. Psychiatric Services 2009 
Mar; 60(3):313-21. PMID: 19252043. 


Harris KJ, Ahluwalia JS, Okuyemi KS, et al. 
Addressing cultural sensitivity in a smoking 
cessation intervention: Development of the 
Kick It At Swope Project. Journal of 
Community Psychology 2001; 29(4):447-458. 


Hay JW, Katon WJ, Ell K, et al. Cost- 
effectiveness analysis of collaborative care 
management of major depression among low- 


income, predominantly Hispanics with diabetes. 


Value in Health 2012 Mar-Apr; 15(2):249-54. 
PMID: 22433755. 


Hayashi T, Farrell MA, Chaput LA, et al. 
Lifestyle intervention, behavioral changes, and 
improvement in cardiovascular risk profiles in 
the California WISEWOMAN project. Journal 
of Women's Health 2010 Jun; 19(6):1129-38. 
PMID: 20509780. 


Henderson JA, Chubak J, O'Connell J, et al. 
Design of a randomized controlled trial of a 
web-based intervention to reduce 
cardiovascular disease risk factors among 
remote reservation-dwelling American Indian 
adults with type 2 diabetes. Journal of Primary 
Prevention 2012 Aug; 33(4):209-22. PMID: 
23001642. 


C-12 


45. 


46. 


47. 


48. 


49. 


50. 


51. 


52. 


a33 


Hendren S, Griggs JJ, Epstein RM, et al. Study 
protocol: a randomized controlled trial of 
patient navigation-activation to reduce cancer 
health disparities. BMC Cancer 2010; 10:551. 
PMID: 20939928. 


Herbst JH, Painter TM, Tomlinson HL, et al. 
Evidence-based HIV/STD prevention 
intervention for black men who have sex with 
men. Morbidity & Mortality Weekly Report 
Surveillance Summaries 2014 Apr 18; 63 Suppl 
1:21-7. PMID: 24743663. 


Hill MN, Bone LR, Hilton SC, et al. A clinical 
trial to improve high blood pressure care in 
young urban black men: recruitment, follow-up, 
and outcomes. American Journal of 
Hypertension 1999 Jun; 12(6):548-54. PMID: 
10371363. 


Hill-Briggs F, Batts-Turner M, Gary TL, et al. 
Training community health workers as diabetes 
educators for urban African Americans: value 
added using participatory methods. Progress in 
Community Health Partnerships 2007; 
1(2):185-94. PMID: 20208238. 


Ikeda JP, Pham L, Nguyen K-P, et al. Culturally 
relevant nutrition education improves dietary 
quality among WIC-eligible Vietnamese 
immigrants. Journal of Nutrition Education & 
Behavior 2002 May-Jun; 34(3):151-8. PMID: 
12047839. 


Jackson J, Kennedy BL, Mandel D, et al. 
Derivation and pilot assessment of a health 
promotion program for Mandarin-speaking 
Chinese older adults. International Journal of 
Aging & Human Development 2000; 
50(2):127-49. PMID: 10791612. 


Janevic MR, Sanders GM, Thomas LJ, et al. 
Study protocol for Women of Color and 
Asthma Control: a randomized controlled trial 
of an asthma-management intervention for 
African American women. BMC Public Health 
2012; 12:76. PMID: 22272780. 


Jobe JB, Adams AK, Henderson JA, et al. 
Community-responsive interventions to reduce 
cardiovascular risk in American Indians. 
Journal of Primary Prevention 2012 Aug; 
33(4):153-9. PMID: 22983753. 


Kanter JW, Santiago-Rivera AL, Santos MM, et 
al. A randomized hybrid efficacy and 
effectiveness trial of behavioral activation for 
latinos with depression. Behavior Therapy 
2015; 46(2):177-192. PMID: 25645167. 


54. 


55. 


56. 


ST 


58. 


59. 


60. 


61. 


62. 


Kaslow NJ, Leiner AS, Reviere S, et al. 
Suicidal, abused African American women's 
response to a culturally informed intervention. 
Journal of Consulting & Clinical Psychology 
2010 Aug; 78(4):449-58. PMID: 20658802. 


Keyserling TC, Ammerman AS, Samuel-Hodge 
CD, et al. A diabetes management program for 
African American women with type 2 diabetes. 
Diabetes Educator 2000 Sep-Oct; 26(5):796- 
805. PMID: 11140007. 


Keyserling TC, Samuel-Hodge CD, Ammerman 
AS, et al. A randomized trial of an intervention 
to improve self-care behaviors of African- 
American women with type 2 diabetes: impact 
on physical activity. Diabetes Care 2002 Sep; 
25(9):1576-83. PMID: 12196430. 


Kim KB, Han H-R, Huh B, et al. The effect of a 
community-based self-help multimodal 
behavioral intervention in Korean American 
seniors with high blood pressure. American 
Journal of Hypertension 2014 Sep; 27(9):1199- 
208. PMID: 24671049. 


Kim MT, Han H-R, Hedlin H, et al. 
Teletransmitted monitoring of blood pressure 
and bilingual nurse counseling-sustained 
improvements in blood pressure control during 
12 months in hypertensive Korean Americans. 
Journal of Clinical Hypertension 2011 Aug; 
13(8):605-12. PMID: 21806771. 


Kim MT, Han H-R, Song H-J, et al. A 
community-based, culturally tailored behavioral 
intervention for Korean Americans with type 2 
diabetes. Diabetes Educator 2009 Nov-Dec; 
35(6):986-94. PMID: 19934458. 


Kopelowicz A. Adapting social skills training 
for Latinos with schizophrenia. International 
Review of Psychiatry 1998; 10(1):47-50. 


Kumanyika S, Fassbender J, Phipps E, et al. 
Design, recruitment and start up of a primary 
care weight loss trial targeting African 
American and Hispanic adults. Contemporary 
Clinical Trials 2011 Mar; 32(2):215-24. PMID: 
21062645. 


Kumanyika SK, Fassbender JE, Sarwer DB, et 
al. One-year results of the Think Health! study 
of weight management in primary care 
practices. Obesity 2012 Jun; 20(6):1249-57. 
PMID: 22051940. 


C-13 


63. 


64. 


65. 


66. 


67. 


68. 


69. 


70. 


71. 


Kumpfer KL, Alvarado R, Smith P, et al. 
Cultural sensitivity and adaptation in family- 
based prevention interventions. Prevention 
Science 2002 Sep; 3(3):241-6. PMID: 
12387558. 


Kwong K, Chung H, Cheal K, et al. Depression 
care management for Chinese Americans in 
primary care: a feasibility pilot study. 
Community Mental Health Journal 2013 Apr; 
49(2):157-65. PMID: 22015960. 


La Roche MJ, Batista C, D'Angelo E. A 
culturally competent relaxation intervention for 
Latino/as: assessing a culturally specific match 
model. American Journal of Orthopsychiatry 
2011 Oct; 81(4):535-42. PMID: 21977939. 


Li P, Guttmann A. Recent innovations to 
improve asthma outcomes in vulnerable 
children. Current Opinion in Pediatrics 2009 
Dec; 21(6):783-8. PMID: 19745737. 


Lujan J, Ostwald SK, Ortiz M. Promotora 
diabetes intervention for Mexican Americans. 
Diabetes Educator 2007 Jul-Aug; 33(4):660-70. 
PMID: 17684167. 


Malgady RG, Rogler LH, Costantino G. 
Culturally sensitive psychotherapy for Puerto 
Rican children and adolescents: a program of 
treatment outcome research. Journal of 
Consulting & Clinical Psychology 1990 Dec; 
58(6):704-12. PMID: 2292620. 


McCoy HV, McCoy CB, Lai S. Effectiveness 
of HIV interventions among women drug users. 
Women & Health 1998; 27(1-2):49-66. PMID: 
9640634. 


Mendel P, Ngo VK, Dixon E, et al. Partnered 
evaluation of a community engagement 
intervention: use of a kickoff conference in a 
randomized trial for depression care 
improvement in underserved communities. 
Ethnicity & Disease 2011; 21(3 Suppl 1):S1-78- 
88. PMID: 22352084. 


Mendelson SG, McNeese-Smith D, Koniak- 
Griffin D, et al. A community-based parish 
nurse intervention program for Mexican 
American women with gestational diabetes. 
JOGNN - Journal of Obstetric, Gynecologic, & 
Neonatal Nursing 2008 Jul-Aug; 37(4):415-25. 
PMID: 18754979. 


12) 


73. 


74. 


75. 


76. 


77. 


78. 


79. 


80. 


Mendenhall AN, Fristad MA, Early TJ. Factors 
influencing service utilization and mood 
symptom severity in children with mood 
disorders: effects of multifamily 
psychoeducation groups (MFPGs). Journal of 
Consulting & Clinical Psychology 2009 Jun; 
77(3):463-73. PMID: 19485588. 


Menon U, Szalacha LA, Belue R, et al. 
Interactive, culturally sensitive education on 
colorectal cancer screening. Medical Care 2008 
Sep; 46(9 Suppl 1):S44-50. PMID: 187258372. 


Merriam PA, Tellez TL, Rosal MC, et al. 
Methodology of a diabetes prevention 
translational research project utilizing a 
community-academic partnership for 
implementation in an underserved Latino 
community. BMC Medical Research 
Methodology 2009; 9:20. PMID: 19284663. 


Miles MS, Holditch-Davis D, Eron J, et al. An 
HIV self-care symptom management 
intervention for African American mothers. 
Nursing Research 2003 Nov-Dec; 52(6):350- 
60. PMID: 14639081. 


Miranda J, Duan N, Sherbourne C, et al. 
Improving care for minorities: can quality 
improvement interventions improve care and 
outcomes for depressed minorities? Results of a 
randomized, controlled trial. Health Services 
Research 2003 Apr; 38(2):613-30. PMID: 
12785564. 


Mokuau N, Braun KL, Wong LK, et al. 
Development of a family intervention for 
Native Hawaiian women with cancer: a pilot 
study. Social Work 2008 Jan; 53(1):9-19. 
PMID: 18610817. 


Mutchler MG, Wagner G, Cowgill BO, et al. 
Improving HIV/AIDS care through treatment 
advocacy: going beyond client education to 
empowerment by facilitating client-provider 
relationships. AIDS Care 2011 Jan; 23(1):79- 
90. PMID: 21218280. 


Napholz L. Stress-reduction psychoeducational 
interventions for black working women. 
Nursing Clinics of North America 2002 Jun; 
37(2):263-72, vi. PMID: 12389267. 


Nguyen AB, Belgrave FZ, Sholley BK. 
Development of a breast and cervical cancer 
screening intervention for Vietnamese 
American women: a community-based 
participatory approach. Health Promotion 
Practice 2011 Nov; 12(6):876-86. PMID: 
20530637. 


C-14 


81. 


82. 


83. 


84. 


85. 


86. 


87. 


88. 


89. 


Norr KF, Crittenden KS, Lehrer EL, et al. 
Maternal and infant outcomes at one year for a 
nurse-health advocate home visiting program 
serving African Americans and Mexican 
Americans. Public Health Nursing 2003 May- 
Jun; 20(3): 190-203. PMID: 12716399. 


O'Brien MJ, Halbert CH, Bixby R, et al. 
Community health worker intervention to 
decrease cervical cancer disparities in Hispanic 
women. Journal of General Internal Medicine 
2010 Nov; 25(11):1186-92. PMID: 20607434. 


Osborn CY, Amico KR, Cruz N, et al. A brief 
culturally tailored intervention for Puerto 
Ricans with type 2 diabetes. Health Education 
& Behavior 2010 Dec; 37(6):849-62. PMID: 
21076128. 


Osuna D, Barrera M, Jr., Strycker LA, et al. 
Methods for the cultural adaptation of a 
diabetes lifestyle intervention for Latinas: an 
illustrative project. Health Promotion Practice 
2011 May; 12(3):341-8. PMID: 19843703. 


Penedo FJ, Traeger L, Dahn J, et al. Cognitive 
behavioral stress management intervention 
improves quality of life in Spanish monolingual 
hispanic men treated for localized prostate 
cancer: results of a randomized controlled trial. 
International Journal of Behavioral Medicine 
2007; 14(3):164-72. PMID: 18062059. 


Peragallo N, Deforge B, O'Campo P, et al. A 
randomized clinical trial of an HIV-risk- 
reduction intervention among low-income 
Latina women.[Erratum appears in Nurs Res. 
2005 Jul-Aug;54(4):264]. Nursing Research 
2005 Mar-Apr; 54(2):108-18. PMID: 
15778652. 


Philis-Tsimikas A, Fortmann A, Lleva-Ocana 
L, et al. Peer-led diabetes education programs 
in high-risk Mexican Americans improve 
glycemic control compared with standard 
approaches: a Project Dulce promotora 
randomized trial. Diabetes Care 2011 Sep; 
34(9):1926-31. PMID: 21775748. 


Ramirez A, Perez-Stable E, Penedo F, et al. 
Reducing time-to-treatment in underserved 
Latinas with breast cancer: the Six Cities Study. 
Cancer 2014 Mar 1; 120(5):752-60. PMID: 
24222098. 


Ratzliff ADH, Ni K, Chan Y-F, et al. A 
collaborative care approach to depression 
treatment for Asian Americans. Psychiatric 
Services 2013 May 1; 64(5):487-90. PMID: 
23632577. 


90. 


91. 


92. 


93. 


94. 


95. 


96. 


97. 


98. 


Rodrigue JR, Cornell DL, Kaplan B, et al. A 
randomized trial of a home-based educational 
approach to increase live donor kidney 
transplantation: effects in blacks and whites. 
American Journal of Kidney Diseases 2008 
Apr; 51(4):663-70. PMID: 18371542. 


Rosenzweig M, Brufsky A, Rastogi P, et al. The 
attitudes, communication, treatment, and 
support intervention to reduce breast cancer 
treatment disparity. Oncology Nursing Forum 
2011 Jan; 38(1):85-9. PMID: 21186164. 


Rossiter JC. The effect of a culture-specific 
education program to promote breastfeeding 
among Vietnamese women in Sydney. 
International Journal of Nursing Studies 1994 
Aug; 31(4):369-79. PMID: 7928125. 


Roye C, Perlmutter Silverman P, Krauss B. A 
brief, low-cost, theory-based intervention to 
promote dual method use by black and Latina 
female adolescents: a randomized clinical trial. 
Health Education & Behavior 2007 Aug; 
34(4):608-21. PMID: 16740522. 


Ruggiero L, Moadsiri A, Butler P, et al. 
Supporting diabetes self-care in underserved 
populations: a randomized pilot study using 
medical assistant coaches. Diabetes Educator 
2010 Jan-Feb; 36(1):127-31. PMID: 20185612. 


Saulsberry A, Corden ME, Taylor-Crawford K, 
et al. Chicago Urban Resiliency Building 
(CURB): An internet-based depression- 
prevention intervention for urban African- 
American and Latino adolescents. Journal of 
Child and Family Studies 2013; 22(1):150-160. 


Shin S-K, Lukens EP. Effects of 
psychoeducation for Korean Americans with 
chronic mental illness. Psychiatric Services 
2002 Sep; 53(9):1125-31. PMID: 12221311. 


Siegel C, Haugland G, Chambers ED. 
Performance measures and their benchmarks 
for assessing organizational cultural 
competency in behavioral health care service 
delivery. Administration & Policy in Mental 
Health 2003 Nov; 31(2):141-70. PMID: 
14756197. 


Simoni JM, Wiebe JS, Sauceda JA, et al. A 
preliminary RCT of CBT-AD for adherence and 
depression among HIV-positive Latinos on the 
U.S.-Mexico border: The Nuevo Dia study. 
AIDS and Behavior 2013; 17(8):2816-2829. 
PMID: 23812892. 


C-15 


100. 


101. 


102. 


103. 


104. 


105. 


106. 


107. 


Sinclair KiA, Makahi EK, Shea-Solatorio C, et 
al. Outcomes from a diabetes self-management 
intervention for Native Hawaiians and Pacific 
People: Partners in Care. Annals of Behavioral 
Medicine 2013 Feb; 45(1):24-32. PMID: 
23086589. 


Sixta CS, Ostwald S. Texas-Mexico border 
intervention by promotores for patients with 
type 2 diabetes. Diabetes Educator 2008 Mar- 
Apr; 34(2):299-309. PMID: 18375779. 


Sly JR, Jandorf L, Dhulkifl R, et al. Challenges 
to replicating evidence-based research in real- 
world settings: training African-American peers 
as patient navigators for colon cancer screening. 
Journal of Cancer Education 2012 Dec; 
27(4):680-6. PMID: 22791543. 


Spencer MS, Rosland A-M, Kieffer EC, et al. 
Effectiveness of a community health worker 
intervention among African American and 
Latino adults with type 2 diabetes: a 
randomized controlled trial. American Journal 
of Public Health 2011 Dec; 101(12):2253-60. 
PMID: 21680932. 


Taylor G, Jones A. Effects of a culturally 
sensitive breast self-examination intervention. 
Outcomes Management 2002 Apr-Jun; 6(2):73- 
8; quiz 9. PMID: 11949517. 


Thompson VLS, Kalesan B, Wells A, et al. 
Comparing the use of evidence and culture in 
targeted colorectal cancer communication for 
African Americans. Patient Education & 
Counseling 2010 Dec; 81 Suppl:S22-33. PMID: 
20702056. 


Tondora J, O'Connell M, Miller R, et al. A 
clinical trial of peer-based culturally responsive 
person-centered care for psychosis for African 
Americans and Latinos. Clinical Trials 2010 
Aug; 7(4):368-79. PMID: 20571133. 


Toobert DJ, Strycker LA, Barrera M, Jr., et al. 
Outcomes from a multiple risk factor diabetes 
self-management trial for Latinas: Viva Bien! 
Annals of Behavioral Medicine 2011 Jun; 
41(3):310-23. PMID: 21213091. 


Trinh N-HT, Bedoya CA, Chang TE, et al. A 
study of a culturally focused psychiatric 
consultation service for Asian American and 
Latino American primary care patients with 
depression. BMC Psychiatry 2011; 11:166. 
PMID: 21995514. 


108. 


109. 


110. 


111. 


112. 


113. 


114. 


115. 


Tsosie U, Nannauck S, Buchwald D, et al. 
Staying connected: A feasibility study linking 
American Indian and Alaska Native trauma 
survivors to their tribal communities. 
Psychiatry: Interpersonal and Biological 
Processes 2011; 74(4):349-361. PMID: 
22168295. 


van Servellen G, Nyamathi A, Carpio F, et al. 
Effects of a treatment adherence enhancement 
program on health literacy, patient-provider 
relationships, and adherence to HAART among 
low-income HIV-positive Spanish-speaking 
Latinos. AIDS Patient Care & Stds 2005 Nov; 
19(11):745-59. PMID: 16283835. 


Vazquez IM, Millen B, Bissett L, et al. Buena 
Alimentacion, Buena Salud: a preventive 
nutrition intervention in Caribbean Latinos with 
type 2 diabetes. American Journal of Health 
Promotion 1998 Nov-Dec; 13(2):116-9. PMID: 
10346658. 


Vincent D. Culturally tailored education to 
promote lifestyle change in Mexican Americans 
with type 2 diabetes. Journal of the American 
Academy of Nurse Practitioners 2009 Sep; 
21(9):520-7. PMID: 19845810. 


Vincent D, Pasvogel A, Barrera L. A feasibility 
study of a culturally tailored diabetes 
intervention for Mexican Americans. Biological 
Research for Nursing 2007 Oct; 9(2):130-41. 
PMID: 17909165. 


Walters KL, LaMarr J, Levy RL, et al. Project 
hli?dx(w)/Healthy Hearts Across Generations: 
development and evaluation design of a tribally 
based cardiovascular disease prevention 
intervention for American Indian families. 
Journal of Primary Prevention 2012 Aug; 
33(4):197-207. PMID: 22965622. 


Welch G, Allen NA, Zagarins SE, et al. 
Comprehensive diabetes management program 
for poorly controlled Hispanic type 2 patients at 
a community health center. Diabetes Educator 
2011 Sep-Oct; 37(5):680-8. PMID: 21918206. 


Wells KB, Jones L, Chung B, et al. 
Community-partnered cluster-randomized 
comparative effectiveness trial of community 
engagement and planning or resources for 
services to address depression 
disparities.[Erratum appears in J Gen Intern 
Med. 2013 Nov;28(11):1534]. Journal of 
General Internal Medicine 2013 Oct; 
28(10):1268-78. PMID: 23649787. 


C-16 


116. 


117. 


118. 


119. 


120. 


121. 


122. 


123. 


124. 


Wells KJ, Meade CD, Calcano E, et al. 
Innovative approaches to reducing cancer 
health disparities: the Moffitt Cancer Center 
Patient Navigator Research Program. Journal of 
Cancer Education 2011 Dec; 26(4):649-57. 
PMID: 21573740. 


Wilson K, Durantini MR, Albarracin J, et al. 
Reducing cultural and psychological barriers to 
Latino enrollment in HIV-prevention 
counseling: initial data on an enrollment meta- 
intervention. AIDS Care 2013; 25(7):881-7. 
PMID: 23398305. 


Wingood GM, DiClemente RJ, Villamizar K, et 
al. Efficacy of a health educator-delivered HIV 
prevention intervention for Latina women: a 
randomized controlled trial. American Journal 
of Public Health 2011 Dec; 101(12):2245-52. 
PMID: 22021297. 


Wise M, Han JY, Shaw B, et al. Effects of 
using online narrative and didactic information 
on healthcare participation for breast cancer 
patients. Patient Education & Counseling 2008 
Mar; 70(3):348-56. PMID: 18201859. 


Witmer JM, Hensel MR, Holck PS, et al. Heart 
disease prevention for Alaska Native women: a 
review of pilot study findings. Journal of 
Women's Health 2004 Jun; 13(5):569-78. 
PMID: 15257848. 


Yeung A, Hails K, Chang T, et al. A study of 
the effectiveness of telepsychiatry-based 
culturally sensitive collaborative treatment of 
depressed Chinese Americans. BMC Psychiatry 
2011; 11:154. PMID: 21943315. 


Yeung A, Shyu I, Fisher L, et al. Culturally 
sensitive collaborative treatment for depressed 
chinese americans in primary care. American 
Journal of Public Health 2010 Dec; 
100(12):2397-402. PMID: 20966373. 


Yi JK, Luong KN-T. Apartment-Based Breast 
Cancer Education Program for Low Income 
Vietnamese American Women. Journal of 
Community Health: The Publication for Health 
Promotion and Disease Prevention 2005; 
30(5):345-353. PMID: 16175957. 


Zhang H, Neelarambam K, Schwenke TJ, et al. 
Mediators of a culturally-sensitive intervention 
for suicidal African American women. Journal 
of Clinical Psychology in Medical Settings 
2013 Dec; 20(4):401-14. PMID: 23864403. 


Excluded Systematic Literature Review (27) 


1. 


10. 


Benish SG. Culturally adapted psychotherapy 
and the legitimacy of Myth: A multilevel model, 
direct comparison meta-analysis, Benish, Steven 
G.: U Wisconsin - Madison, US; 2011. 


Chowdhary N, Jotheeswaran AT, Nadkarni A, et 
al. The methods and outcomes of cultural 
adaptations of psychological treatments for 
depressive disorders: a systematic review. 
Psychological Medicine 2014 Apr; 44(6):1131- 
46. PMID: 23866176. 


Clarke AR, Goddu AP, Nocon RS, et al. Thirty 
years of disparities intervention research: what 
are we doing to close racial and ethnic gaps in 
health care? Medical Care 2013 Nov; 
51(11):1020-6. PMID: 24128746. 


Dauvrin M, Lorant V. Culturally competent 
interventions in Type 2 diabetes mellitus 
management: An equity-oriented literature 
review. Ethnicity & Health 2014; 19(6):579-600. 
PMID: 24266662. 


Davidson PM, Gholizadeh L, Haghshenas A, et 
al. A review of the cultural competence view of 
cardiac rehabilitation. Journal of Clinical 
Nursing 2010 May; 19(9-10):1335-42. PMID: 
20500343. 


Griner D, Smith TB. Culturally adapted mental 
health intervention: A meta-analytic review. 
Psychotherapy: Theory, Research, Practice, 
Training 2006; 43(4):531-48. PMID: 22122142. 


Hawthorne K, Robles Y, Cannings-John R, et al. 
Culturally appropriate health education for type 
2 diabetes mellitus in ethnic minority groups. 
Cochrane Database of Systematic Reviews 2008; 
(3):CD006424. PMID: 18646153. 


Hawthorne K, Robles Y, Cannings-John R, et al. 
Culturally appropriate health education for Type 
2 diabetes in ethnic minority groups: a 
systematic and narrative review of randomized 
controlled trials. Diabetic Medicine 2010 Jun; 
27(6):613-23. PMID: 20546277. 


Heo H-H, Braun KL. Culturally tailored 
interventions of chronic disease targeting Korean 
Americans: A systematic review. Ethnicity & 
Health 2014; 19(1):64-85. PMID: 24261698. 


Hodge DR, Jackson KF, Vaughn MG. Culturally 
sensitive interventions for health related 
behaviors among Latino youth: A meta-analytic 
review. Children and Youth Services Review 
2010; 32(10):1331-1337. 


11. 


12. 


13. 


14. 


15. 


16. 


17. 


18. 


19. 


Hodge DR, Jackson KF, Vaughn MG. Culturally 
sensitive interventions and substance use: A 
meta-analytic review of outcomes among 
minority youths. Social Work Research 2012; 
36(1):1-9. 


Jackson KF, Hodge DR. Native American youth 
and culturally sensitive interventions: A 
systematic review. Research on Social Work 
Practice 2010; 20(3):260-270. 


Jackson KF, Hodge DR, Vaughn MG. A meta- 
analysis of culturally sensitive interventions 
designed to reduce high-risk behaviors among 
African American youth. Journal of Social 
Service Research 2010; 36(3):163-173. 


Joo JY. Effectiveness of culturally tailored 
diabetes interventions for asian immigrants to the 
United States: a systematic review. Diabetes 
Educator 2014 Sep; 40(5):605-15. PMID: 
24829268. 


Kalibatseva Z, Leong FTL. A critical review of 
culturally sensitive treatments for depression: 
Recommendations for intervention and research. 
Psychological Services 2014; 11(4):433-450. 
PMID: 25383996. 


Kong G, Singh N, Krishnan-Sarin S. A review of 
culturally targeted/tailored tobacco prevention 
and cessation interventions for minority 
adolescents. Nicotine & Tobacco Research 2012 
Dec; 14(12):1394-406. PMID: 22614548. 


Liu JJ, Wabnitz C, Davidson E, et al. Smoking 
cessation interventions for ethnic minority 
groups-A systematic review of adapted 
interventions. Preventive Medicine: An 


International Journal Devoted to Practice and 
Theory 2013; 57(6):765-775. PMID: 24076130. 


McMahon T, Ward PR. HIV among immigrants 
living in high-income countries: a realist review 
of evidence to guide targeted approaches to 
behavioural HIV prevention. Systems Review 
2012; 1:56. PMID: 23168134. 


Metzger I, Cooper SM, Zarrett N, et al. 
Culturally sensitive risk behavior prevention 
programs for African American adolescents: a 
systematic analysis. Clinical Child & Family 
Psychology Review 2013 Jun; 16(2):187-212. 
PMID: 23660972. 


20. 


21. 


22. 


23. 


Mier N, Ory MG, Medina AA. Anatomy of 
culturally sensitive interventions promoting 
nutrition and exercise in hispanics: a critical 
examination of existing literature. Health 
Promotion Practice 2010 Jul; 11(4):541-54. 
PMID: 19193933. 


Nierkens V, Hartman MA, Nicolaou M, et al. 
Effectiveness of cultural adaptations of 
interventions aimed at smoking cessation, diet, 
and/or physical activity in ethnic minorities. a 
systematic review. PLoS ONE [Electronic 
Resource] 2013; 8(10):e73373. PMID: 
24116000. 


Renzaho AMN, Romios P, Crock C, et al. The 
effectiveness of cultural competence programs in 
ethnic minority patient centered health care-A 
systematic review of the literature. International 
Journal for Quality in Health Care 2013; 
25(3):261-269. PMID: 23343990. 


Saxena S, Misra T, Car J, et al. Systematic 
review of primary healthcare interventions to 
improve diabetes outcomes in minority ethnic 
groups. Journal of Ambulatory Care 
Management 2007 Jul-Sep; 30(3):218-30. 
PMID: 17581434. 


24. 


25; 


26. 


27. 


van Loon A, van Schaik A, Dekker J, et al. 
Bridging the gap for ethnic minority adult 
outpatients with depression and anxiety disorders 
by culturally adapted treatments. Journal of 
Affective Disorders 2013 May; 147(1-3):9-16. 
PMID: 23351566. 


Whittemore R. Culturally competent 
interventions for Hispanic adults with type 2 
diabetes: a systematic review. Journal of 
Transcultural Nursing 2007 Apr; 18(2):157-66. 
PMID: 17416718. 


Williamson M, Harrison L. Providing culturally 
appropriate care: a literature review. 
International Journal of Nursing Studies 2010 
Jun; 47(6):761-9. PMID: 20138275. 


Zeh P, Sandhu HK, Cannaby AM, et al. The 
impact of culturally competent diabetes care 
interventions for improving diabetes-related 
outcomes in ethnic minority groups: a systematic 
review. Diabetic Medicine 2012 Oct; 
29(10):1237-52. PMID: 22553954. 


Not Cultural Competence Intervention (25) 


1. 


Allen JK, Dennison Himmelfarb CR, Szanton 
SL, et al. Cost-effectiveness of nurse 
practitioner/community health worker care to 
reduce cardiovascular health disparities. Journal 
of Cardiovascular Nursing 2014 Jul; 29(4):308- 
14. PMID: 23635809. 


Bao Y, Alexopoulos GS, Casalino LP, et al. 
Collaborative depression care management and 
disparities in depression treatment and outcomes. 
Archives of General Psychiatry 2011 Jun; 
68(6):627-36. PMID: 21646579. 


Bosworth HB, Olsen MK, Neary A, et al. Take 
Control of Your Blood Pressure (TCYB) study: a 
multifactorial tailored behavioral and educational 
intervention for achieving blood pressure 
control. Patient Education & Counseling 2008 
Mar; 70(3):338-47. PMID: 18164894. 


Christie J, Itzkowitz S, Lihau-Nkanza I, et al. A 
randomized controlled trial using patient 
navigation to increase colonoscopy screening 
among low-income minorities. Journal of the 
National Medical Association 2008 Mar; 
100(3):278-84. PMID: 18390020. 


3: 


DiClemente RJ, Wingood GM, Harrington KF, 
et al. Efficacy of an HIV prevention intervention 
for African American adolescent girls: a 
randomized controlled trial. JAMA 2004 Jul 14; 
292(2):171-9. PMID: 15249566. 


Dutton GR, Davis Martin P, Welsch MA, et al. 
Promoting physical activity for low-income 
minority women in primary care. American 
Journal of Health Behavior 2007 Nov-Dec; 
31(6):622-31. PMID: 17691875. 


Fisher EB, Strunk RC, Highstein GR, et al. A 
randomized controlled evaluation of the effect of 
community health workers on hospitalization for 
asthma: the asthma coach.[Erratum appears in 
Arch Pediatr Adolesc Med. 2009 
May;163(5):493]. Archives of Pediatrics & 
Adolescent Medicine 2009 Mar; 163(3):225-32. 
PMID: 19255389. 


Freund KM, Battaglia TA, Calhoun E, et al. 
Impact of patient navigation on timely cancer 
care: the Patient Navigation Research Program. 
Journal of the National Cancer Institute 2014 
Jun; 106(6):djul15. PMID: 24938303. 


10. 


11. 


12. 


13. 


14. 


15. 


16. 


17. 


Jerant A, Kravitz RL, Sohler N, et al. 
Sociopsychological tailoring to address 
colorectal cancer screening disparities: a 
randomized controlled trial. Annals of Family 
Medicine 2014 May-Jun; 12(3):204-14. PMID: 
24821891. 


Kalauokalani D, Franks P, Oliver JW, et al. Can 
patient coaching reduce racial/ethnic disparities 
in cancer pain control? Secondary analysis of a 
randomized controlled trial. Pain Medicine 2007 
Jan-Feb; 8(1):17-24. PMID: 17244100. 


Katz ML, Fisher JL, Fleming K, et al. Patient 
activation increases colorectal cancer screening 
rates: a randomized trial among low-income 
minority patients. Cancer Epidemiology, 
Biomarkers & Prevention 2012 Jan; 21(1):45-52. 
PMID: 22068288. 


Lepore SJ, Wolf RL, Basch CE, et al. Informed 
decision making about prostate cancer testing in 
predominantly immigrant black men: a 
randomized controlled trial. Annals of 
Behavioral Medicine 2012 Dec; 44(3):320-30. 
PMID: 22825933. 


Lesley ML, Oermann MH, Vander Wal JS. 
Internet education of African American 
consumers on quality of care. Journal of 
Community Health Nursing 2004; 21(1):1-14. 
PMID: 14979842. 


Levine DM, Bone LR, Hill MN, et al. The 
effectiveness of a community/academic health 
center partnership in decreasing the level of 
blood pressure in an urban African-American 
population. Ethnicity & Disease 2003; 
13(3):354-61. PMID: 12894960. 


Peragallo N, DeForge B, O'Campo P, et al. A 
Randomized Clinical Trial of an HIV-Risk- 
Reduction Intervention Among Low-Income 
Latina Women. Nursing Research 2005; 
54(2):108-118. PMID: 15778652. 


Podorefsky DL, McDonald-Dowdell M, 
Beardslee WR. Adaptation of preventive 
interventions for a low-income, culturally 
diverse community. Journal of the American 
Academy of Child & Adolescent Psychiatry 
2001 Aug; 40(8):879-86. PMID: 11501686. 


Powers BJ, King JL, Ali R, et al. The 
Cholesterol, Hypertension, and Glucose 
Education (CHANGE) study for African 
Americans with diabetes: study design and 
methodology. American Heart Journal 2009 Sep; 
158(3):342-8. PMID: 19699855. 


C-19 


18. 


19. 


20. 


21. 


22. 


23. 


24. 


25. 


Sisk JE, Hebert PL, Horowitz CR, et al. Effects 
of nurse management on the quality of heart 
failure care in minority communities: a 
randomized trial.[Summary for patients in Ann 
Intern Med. 2006 Aug 15;145(4):128; PMID: 
16908913]. Annals of Internal Medicine 2006 
Aug 15; 145(4):273-83. PMID: 16908918. 


Sterk CE, Theall KP, Elifson KW. Effectiveness 
of a risk reduction intervention among African 
American women who use crack cocaine. AIDS 
Education & Prevention 2003 Feb; 15(1):15-32. 
PMID: 12627741. 


Ukoli FA, Patel K, Hargreaves M, et al. A 
tailored prostate cancer education intervention 
for low-income African Americans: impact on 
knowledge and screening. Journal of Health Care 
for the Poor & Underserved 2013 Feb; 
24(1):311-31. PMID: 23377736. 


Wagner H, Pizzimenti JJ, Daniel K, et al. Eye on 
diabetes: a multidisciplinary patient education 
intervention. Diabetes Educator 2008 Jan-Feb; 
34(1):84-9. PMID: 18267994. 


Weng HH, Kaplan RM, Boscardin WJ, et al. 
Development of a decision aid to address racial 
disparities in utilization of knee replacement 
surgery. Arthritis & Rheumatism 2007 May 15; 
57(4):568-75. PMID: 17471558. 


West DS, Greene P, Pulley L, et al. Stepped- 
care, community clinic interventions to promote 
mammography use among low-income rural 
African American women. Health Education & 
Behavior 2004 Aug; 31(4 Suppl):29S-44S. 
PMID: 15296690. 


Wingood GM, DiClemente RJ, Harrington KF, 
et al. Efficacy of an HIV prevention program 
among female adolescents experiencing gender- 
based violence. American Journal of Public 
Health 2006 Jun; 96(6):1085-90. PMID: 
16670238. 


Zayas LH, McKee MD, Jankowski KRB. 
Adapting psychosocial intervention research to 
urban primary care environments: a case 
example. Annals of Family Medicine 2004 Sep- 
Oct; 2(5):504-8. PMID: 15506589. 


Not Health Care (15) 


1. 


Barlow A, Mullany B, Neault N, et al. 
Paraprofessional-delivered home-visiting 
intervention for American Indian teen mothers 
and children: 3-year outcomes from a 
randomized controlled trial. American Journal of 
Psychiatry 2015 Feb 1; 172(2):154-62. PMID: 
25321149. 


Bertens MGBC, Eiling EM, van den Borne B, et 
al. Uma Tori! Evaluation of an STI/HIV- 
prevention intervention for Afro-Caribbean 
women in the Netherlands. Patient Education & 
Counseling 2009 Apr; 75(1):77-83. PMID: 
18950977. 


Brown B, Noonan C, Harris KJ, et al. 
Developing and piloting the Journey to Native 
Youth Health program in Northern Plains Indian 
communities. Diabetes Educator 2013 Jan-Feb; 
39(1):109-18. PMID: 23150531. 


Chiang C-Y, Sun F-K. The effects of a walking 
program on older Chinese American immigrants 
with hypertension: a pretest and posttest quasi- 
experimental design. Public Health Nursing 2009 
May-Jun; 26(3):240-8. PMID: 19386059. 


Eakin EG, Bull SS, Riley KM, et al. Resources 
for health: a primary-care-based diet and 
physical activity intervention targeting urban 
Latinos with multiple chronic conditions. Health 
Psychology 2007 Jul; 26(4):392-400. PMID: 
17605558. 


Koniak-Griffin D, Brecht M-L, Takayanagi S, et 
al. A community health worker-led lifestyle 
behavior intervention for Latina (Hispanic) 
women: Feasibility and outcomes of a 
randomized controlled trial. International Journal 
of Nursing Studies 2015; 52(1):75-87. PMID: 
25307195. 


Leeman-Castillo B, Beaty B, Raghunath S, et al. 
LUCHAR: using computer technology to battle 
heart disease among Latinos. American Journal 
of Public Health 2010 Feb; 100(2):272-5. PMID: 
20019305. 


Not Population (7) 


1. 


Braithwaite RL, Stephens TT, Treadwell HM, et 
al. Short-term impact of an HIV risk reduction 
intervention for soon-to-be released inmates in 
Georgia. Journal of Health Care for the Poor & 
Underserved 2005 Nov; 16(4 Supp! B):130-9. 
PMID: 16327112. 


C-20 


10. 


11. 


12. 


13. 


14. 


15. 


Ma GX, Shive S, Tan Y, et al. Community-based 
colorectal cancer intervention in underserved 
Korean Americans. Cancer Epidemiology 2009 
Nov; 33(5):381-6. PMID: 19914880. 


Ma GX, Shive SE, Tan Y, et al. Development of 
a culturally appropriate smoking cessation 
program for Chinese-American youth. Journal of 
Adolescent Health 2004 Sep; 35(3):206-16. 
PMID: 15313502. 


Matthews AK, Sanchez-Johnsen L, King A. 
Development of a culturally targeted smoking 
cessation intervention for African American 
smokers. Journal of Community Health 2009 
Dec; 34(6):480-92. PMID: 19728056. 


Newton RL, Jr., Perri MG. A randomized pilot 
trial of exercise promotion in sedentary African- 
American adults. Ethnicity & Disease 2004; 
14(4):548-57. PMID: 15724775. 


Shepherd JL, Fandel J, Esposito R, et al. 
Multidimensionality matters: An effective HIV, 
hepatitis C, and substance-use prevention 
program for minority parolees. Journal of 
Offender Rehabilitation 2012; 51(4):199-221. 


Sparks SN, Tisch R, Gardner M. Family- 
centered interventions for substance abuse in 
Hispanic communities. Journal of Ethnicity in 
Substance Abuse 2013; 12(1):68-81. PMID: 
23480212. 


Walkup JT, Barlow A, Mullany BC, et al. 
Randomized controlled trial of a 
paraprofessional-delivered in-home intervention 
for young reservation-based American Indian 
mothers. Journal of the American Academy of 
Child & Adolescent Psychiatry 2009 Jun; 
48(6):591-601. PMID: 19454915. 


Weeks MR, Himmelgreen DA, Singer M, et al. 
Community-based AIDS prevention: Preliminary 
outcomes of a program for African American 
and Latino injection drug users. Journal of Drug 
Issues 1996 Vol.26(3):561-590. 


Cotton B, Smith A, Hansen I, et al. Physician- 
directed primary care intervention to reduce risk 
factors for type 2 diabetes in high-risk youth. 
American Journal of the Medical Sciences 2006 
Sep; 332(3):108-11. PMID: 16969138. 


Kelly JA, McAuliffe TL, Sikkema KJ, et al. 
Reduction in risk behavior among adults with 
severe mental illness who learned to advocate for 
HIV prevention. Psychiatric Services 1997 Oct; 
48(10):1283-8. PMID: 9323747. 


McKay MM, Stoewe J, McCadam K, et al. 
Increasing access to child mental health services 
for urban children and their caregivers. Health & 
Social Work 1998 Feb; 23(1):9-15. PMID: 
9522199. 


Rawlings MK, Thompson MA, Farthing CF, et 
al. Impact of an educational program on efficacy 
and adherence with a twice-daily 
lamivudine/zidovudine/abacavir regimen in 
underrepresented HIV-infected patients. Journal 
of Acquired Immune Deficiency Syndromes: 
JAIDS 2003 Oct 1; 34(2):174-83. PMID: 
14526206. 


C-21 


Simmons D, Gamble GD, Foote S, et al. The 
New Zealand Diabetes Passport Study: a 
randomized controlled trial of the impact of a 
diabetes passport on risk factors for diabetes- 
related complications. Diabetic Medicine 2004 
Mar; 21(3):214-7. PMID: 15008829. 


Wise M, Pulvermacher A, Shanovich KK, et al. 
Using action research to implement an integrated 
pediatric asthma case management and eHealth 
intervention for low-income families. Health 
Promotion Practice 2010 Nov; 11(6):798-806. 
PMID: 19515862. 


Appendix D. Description and Characteristics of Included Studies 


Appendix Table D1. Description and characteristics of included studies—disability populations 














Reference Target of Disability | Article Framing Study Design Intervention Population Setting Primary 
Intervention Population and Aim Duration and Outcomes 
Intensity 
Bannatyne, Medical People with | “In relation to AN, | RCT The two active 40 fourth-year University, | Causal attribution, 
2015' students anorexia research has interventions medicine students | Australia attitudes toward 
nervosa indicated medical | To compare the | were one-time, 3 | were randomized people with 
students and early | effect of biogenic | hour courses anorexia nervosa, 
career physicians, | education versus | that were and eating 
who have little to traditional multi- identical in all disorder stigma 
no experience in factorial respects, except scales were used 
treating EDs, often | education versus | information to collect pre- and 
report a lack of no education on | regarding the post- and 8-week 
empathy and volitional stigma | etiology of followup data. 
strongly endorse towards patients | anorexia 
beliefs of self- with anorexia nervosa: the 
infliction.” nervosa. biogenetic arm 
emphasized 
potential genetic 
underpinnings of 
the disease: the 
multifactorial 
arm emphasized 
interaction 
between 
psychological 
and social 
etiologies. 
Clement, 2012° | Nursing People with | “Social contact RCT Participants were | 360 student University, | The following were 
students mental interventions in randomized to general nurses in |UK measured 
illness which individuals _| To test the DVD intervention, | their university immediately 
affected by mental | following live intervention, | foundation year Note: some_| following 
illness share their |hypotheses that: | or lecture control | following diploma, | association | intervention and 4 
personal (a) there would be | arms. The DVD degree or between months later: 
stories...are no difference in and live accelerated researchers | stigmatizing 
common stigma between intervention arms _ | diploma courses and DVD attitudes, intended 











components of 
mental health anti- 
stigma 
programmes, and 
are increasingly 





the filmed (indirect 
social contact) and 
live (direct social 
contact) 
interventions; and 





both had similar 
content: personal 
narratives from 
mental health 
consumers and a 





were randomized, 
216 participated. 








social proximity, 
knowledge, 
prosocial 
emotional 
reactions to 
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Reference Target of Disability Article Framing | Study Design Intervention Population Setting Primary 
Intervention Population and Aim Duration and Outcomes 
Intensity 
being used inthe |(b) the conditions | researcher people with mental 
training of health | with social contact,| facilitated illness, cost 
professionals as either direct or discussion. The effectiveness, 
their attitudes and | indirect (live or lecture was given participant 
behaviour may filmed) would be | by a nurse and satisfaction, and 
also be more effective in | contained no emotional 
stigmatising.” reducing stigma __| indirect or direct response 
than a control contact with 
condition with no | consumers. 
social contact 
(lecture). 
Cutler, 2012° Medical People with | “Stigma toward Randomized trial | 64 students toured] 174 pre-clinical University, | The following were 
students chronic psychiatric patients the art studio that | medical students |New York measured one 
mental remains a challenge To determine the | was housed in enrolled in a time using a 
illness for our field despite | effect of a one- state psychiatric | psychiatric waitlist control: 
efforts at reduction. | time exposure to | facility, 44 of the | medicine course positive feelings 
In psychiatric an art exhibit 64 interacted with toward people 
education, stigma _ | featuring art an artist (a person mental illness, 
plays a significant | created by people | with a chronic contentment of 
role in shaping with chronic mental health people with mental 
medical students’ | mental illness on | condition). The illness, positive 
views of individuals | medical student control group personality traits of 
living with attitudes. consisted of 110 people with mental 
psychiatric students who had illness, discomfort 
disorders. Stigma not visited the of interactions with 
also impedes exhibit. people with mental 
recruitment of illness, and 
talented students to hopelessness of 
join our field.” people with mental 
illness 
Domenech, PT students “Health care RCT Students were A total of 170 University, | To evaluate any 
20117. providers’ cluster second-year Spain changes in 
conceptualisations | The objectives of | randomized into 2 | physical therapy attitudes, 7 
of LBP and disability this study were to | groups: The students dependent 
may also influence | determine the experimental participated in the variables were 
the effectiveness of 2 | group received a _ |study. Before considered: 
recommendations | brief educational | specific education | inclusion in the FABQ—Work 











they provide to their 
patients.” 





modules with 
different 
orientations (i.e., 
biomedical or 





module based on 
the bio- 
psychosocial 
model of back- 





study, all 
participants 
received 
theoretical and 








scores, FABQ— 
Physical Activity 
scores, HC-PAIRS 
scores, the 











Reference 


Target of 
Intervention 


Disability 
Population 


Article Framing 


Study Design 
and Aim 


Intervention 
Duration and 
Intensity 


Population 


Setting 


Primary 
Outcomes 





biopsychosocial) 
on changing the 
beliefs and 
attitudes of 
students, and to 
verify whether 
there were also 
changes in the 
recommendations 
given to their 


pain management, 
and the control 
group received 
lectures on the 
biomechanics of 
the spine. The 
intervention in the 
experimental 
group consisted of 
2 sessions of 3 


practical lessons 
on managing LBP, 
following the 
recommendations 
of the CPG, as part 
of their regular 
curriculum. The 
students had 
observed patients 
with back pain in 


perceived severity 
of symptoms and 
pathology, and 
recommendations 
for work and 
activity levels. 








patients. hours each, 1 clinical settings but 

week apart. The —_| had not directly 

educational managed or 

sessions in the treated patients 

control group also | without 

consisted of 2 supervision. 

sessions 3 hours 

each, 1 week 

apart. 

Friedrich, 2013° | Medical “People with RCT The intervention | 1,452 third-year Four Mental health 
students mental illness die consisted of a medical students __| participating | related knowledge, 

prematurely. One | The aim of this short lecture with | randomized at medical mental health 
reason is that their | study was to key facts and baseline, 625 schools, UK | related attitudes, 











physical healthcare 
is on average 
worse than that 
provided to people 
without mental 
health problems. A 
potential 
mechanism 
underlying these 
disparities is 
discrimination 
against people with 
mental illness by 
health 
professionals who 
share the general 
public’s 
stigmatising views 
towards such 





ascertain the 
effects of the 
training on 
medical students 
both immediately 
and after 6 months 
with respect to 
mental health- 
related 
knowledge, 
attitudes, intended 
behaviour and 
empathy. 





figures about 
stigma and 
discrimination; 
testimonies about 
the experiences of 
mental health 
problems and 
stigma from 
people with direct 
experience of 
mental health 
problems, either 
personally or as 
carers; and role- 
plays in small 
groups, using 
professional role- 
players to act the 
parts of service 





immediately after 
intervention, 137 at 
6 month followup. 








reported and 
intended behavior 
scale, physician 
empathy 
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Reference Target of Disability Article Framing | Study Design Intervention Population Setting Primary 
Intervention Population and Aim Duration and Outcomes 
Intensity 
people.” users and carers. 
It is not clear what 
happened with the 
controls. 
Goddard, 1998° Nursing The attitudes of RCT The experimental | 67 nursing University, | Attitudes Toward 
students nurses and other group participated | students enrolled | Texas Persons with 
health care To determine in the sensitivity | in a chronic Disabilities Scale 
professionals are | whether or not lab and the control) disease course 
believed to there are group did not. received the 
influence their significant Sensitivity lab was | intervention, 54 
interactions with differences an 8-hour clinical | students enrolled 
people who have __| between the activity with 3 in the same course 
disabilities sensitivity lab and | major parts: (1) a | served as the 
control groups on | simulation activity | control 
the Attitudes in which students 
Toward Disabled | assumed various 
Persons Scale disabilities while 
immediately, 6 carrying out 
weeks and 6 normal activities in 
months after lab. | the community, 
(2) panel 
presentations by 
persons witha 
variety of 
disabilities and 
their caregivers, 
and (3) debriefing 
in small clinical 
groups 
Kassam, 2011’ | Medical “Like the general | RCT The study was a__| Of the 188 University, | Knowledge quiz, 
students public, medical nonrandomised students who UK Clinician attitudes 











students often hold 
the stereotypical 
views that people 
with mental illness 
are unlikely to 
recover and people 
with severe mental 
illness are 
dangerous and 
violent” 





To compare the 
effects of 3 
different 
interventions, and 
directly assessed 
students’ mental 
illness related 
knowledge, 
attitudes and 
behaviour towards 





controlled trial 
with three 
conditions: 

A. Control 
Condition (CC): 
none of the 
intervention 
elements below. 
B. Experimental 
Condition 1 (EC1): 





completed baseline 
instruments 110 
(59%) had both 
pre- and post- 
intervention 
instruments 
(Knowledge Quiz 
and MICA scale) 
completed and 
were used for 








scale, role play 
score 




















Reference Target of Disability | Article Framing | Study Design Intervention Population Setting Primary 
Intervention Population and Aim Duration and Outcomes 

Intensity 

people with mental} A presentation on | subsequent 

illness. mental illness analyses. Of the 
related stigma that] 204 allocated to 
included the social) EC1, 154 attended 
and personal the lecture and 
impacts of stigma | completed 
against people satisfaction 
with mental illness | questionnaires. Of 
together with the 65 of the 204 
personal allocated to EC2, 
testimonies from a| 33 attended the 
mental health role-play training 
service user and a| and completed 
caregiver of a satisfaction 
person with questionnaires. 
mental illness. 
C. Experimental 
Condition 2 (EC2): 
As B above plus a 
role-play training 
session ina 
classroom setting 
with mental health 
service user and 
caregiver 
feedback. 

Kirby, 2011° Undergraduate “Physicians too RCT The intervention | A total of 196 first- | University, | The main outcome 
Medical should be group received and second-year |Canada measures were a 
Students comfortable and The primary the 4-hour medical students written knowledge 

knowledgeable objective of this educational were invited to test, a practical 
about wheelchair | study was to test | experience 6-9 participate, 26 examination, the 
use when caring the hypothesis days later. All participants were Scale of Attitudes 











for patients who 
use wheelchairs, to 
meet the patients’ 
functional needs 
and to work 
effectively with 
other members of 
the healthcare 
team. However, 
many family 





that a workshop 
tailored for 
undergraduate 
medical students 
would be effective 
in improving 
wheelchair-related 
knowledge, skills, 
and attitudes. 





participants from 
both groups 
attended an 
evaluation session 
6 days after the 
workshop. The 6- 
month 
questionnaire was 
emailed to the 
participants in the 





randomly allocated 
into two equal- 
sized groups 
(intervention and 
control) 








Toward Disabled 
Persons, and 
students’ 
perceptions. 
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Reference Target of Disability Article Framing | Study Design Intervention Population Setting Primary 
Intervention Population and Aim Duration and Outcomes 
Intensity 
physicians have intervention 
reported discomfort group, with follow- 
when dealing with up reminders as 
people who have necessary. 
physical 
disabilities” 
Melville, 2006” Practice nurses “Practice Nurses RCT Of the 201 practice 
have been nurses who 
identified as a completed the first 
group of questionnaire (69% 











professionals who 
make an important 
contribution to 
primary health care 
teams. However, 
they have 
significant unmet 
training needs 
relevant to their 
work with people 
with IDs.” 











response rate), 79 
volunteered to 
participate in the 
training 
intervention. 
Practice nurses 
who volunteered 
were sent the 
training pack and 
instructions, and 
invited to attend a 
training event on 
one of two 
arranged dates. 
Sixty-three 
Practice Nurses 
participated in the 
intervention and 
completed the 
research outcome 
measures. Of the 
participants, 42 
practice nurses 
(67%) received the 
training pack and 
attended the 
training event 
(Group 1), and 21 
practice nurses 
(33%) received the 
training pack only 
(Group 2). Sixty of 
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Reference Target of Disability Article Framing | Study Design Intervention Population Setting Primary 

Intervention Population and Aim Duration and Outcomes 

Intensity 

the practice nurses 
who had not 
participated in any 
aspect of the 
training initiative 
(Group 3) 
completed the 
questionnaire at 
Time 2. 

Meurs, 2010 Dentists “People who are RCT In case of an 58 persons with ID | The study Cooperation 
intellectually unsealed were randomly was scores 
disabled have The purpose of envelope, the allocated to conducted 
poorer oral hygiene} the current study, | practicing dentist | treatment or from 
and a higher therefore, was to | would read the control conditions | September 
prevalence of oral | investigate completed 2007 to 
health problems whether questionnaire June 2008 
compared to the background before starting the at two 
general information of a intake. In the case centers of 
population...it patient who is of a sealed special 
seems that the intellectually envelope, the dental care 
dentist’s attitude disabled would dentist was not (CBT Fatima 
and experience positively allowed to see the and CBT 
with regard to contribute to the | questionnaire and Nijmegen) in 
patients who are level of received only the 
intellectually cooperation during | limited information Netherlands. 
disabled play a dental care. about the subject 
significant role, as 
dental treatment of 
this particular 
patient group 
demands extra 
time, and specific 
knowledge and 
skills.” 

Michaels, 2014" | Mental health People with | “Hypothesized RCT The 3 hour Anti- | 127 people with Maryland Attribution 
service mental benefits for service Stigma Project mental illness and | mental questionnaire, 
providers illness providers included | To assess the workshop (ASP) | 131 mental health | health awareness 

stigma reduction, | effect ofa includes: a service providers __| facilities questionnaire, 
increased stigma _ | workshop facilitated small- | were randomized. error choice test, 
awareness, and designed to group discussion recovery 











improved beliefs 





reduce stigma 





in which 











assessment test, 




















Reference Target of Disability Article Framing | Study Design Intervention Population Setting Primary 
Intervention Population and Aim Duration and Outcomes 
Intensity 
about self- surrounding participants share self-determination 
determination and | mental illness for | their own scale given pre- 
recovery for people | people with mental] experience of and post- 
with mental illness and stigma, a video on intervention 
illness.” providers of the impact of 
services to people | public stigma on 
with mental mental health 
illness. services, anda 
group discussion 
of ways to combat 
public stigma on 
both a personal 
and systemic 
level. The control 
arms watched 3- 
hour videos on 
unrelated topics. 
Munro, 2007” Mental health “Substance misuse | The aim of the Those who were |49 mental health | The study Therapeutic 
nurses can trigger or be study was to allocated to the nurses employed | was attitude was 
causally assess the impact | experimental in adult generic conducted in | measured using 
associated with of a tailored group received 4 | mental health and | an NHS the comorbidity 
mental health training days of training. A | addiction services | mental problems 
problems. programme on the | range of teaching | were recruited to | health perceptions 
Therapeutic therapeutic methods was the study: 24 were | service in questionnaire 
attitude is attitudes and employed, randomly allocated | the West of | (CMPPQ). The 
important in knowledge of including small to the experimental | Scotland. A | knowledge 
predicting effective | mental health interactive group- | group (who venue was__| questionnaire was 
engagement with j/|nursing staff with | work and lectures | received training) | purpose- designed 
people with alcohol | regard to working | that were and 25 were built for staff | specifically for the 
and drug problems | with people who ‘| delivered over 4 __‘| allocated to the training study to reflect the 











but health 
professionals’ 
attitudes towards 
this client group 
are often negative.” 





have co-existing 
substance misuse 
and mental health 
problems. 





full days, from 
9.30 am—4.30 pm. 
The control group 
received no 
intervention. 





control group (who 
received no 
training). Random 
number generation 
from within the 
statistical package 
for the social 
sciences was used 
to allocate random 
samples from each 
strata into each 
group. Due to the 








course content 
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Reference Target of Disability Article Framing | Study Design Intervention Population Setting Primary 
Intervention Population and Aim Duration and Outcomes 
Intensity 
nature of the 
intervention, no 
blinding of the 
participants was 
possible. 
Registered nurses 
who were 
employed in adult 
generic mental 
health and 
addiction services. 
Nguyen, 201 De Pharmacy People with | “However, Controlled trial The direct contact | 244 3rd and 4th University of | Scales measuring 
students mental research has arm attended a2 _ | year pharmacy Sydney, social distance, 
health consistently found | To compare the hour workshop led | students had Australia attribution 
illness that the suboptimal | effect of direct by 3-4 mental complete, paired questionnaire, 
attitudes towards __| versus indirect health consumer | data for analysis stigmatization, 
mental illness held | contact with educators and 2 comfort providing 
by pharmacists mental health pharmacists pharmaceutical 
and students can | consumers on where consumers services were 
act as a major stigma shared their delivered pre- and 
barrier to personal post- intervention 
professional experiences of 
practice.” mental illness with 
students. The 
indirect arm was 
90 minutes and 
featured videos of 
consumers being 
interviewed as 
well as videos of 
clinical scenarios. 
OReilly, 2011" Pharmacy “Mental illness is RCT Two MHFA All pharmacy University of | Social distance 
students the leading cause courses (standard | students in their Sydney, scale, correct 
of nonfatal disease | The aim of this adult MHFA third year of a four- | Australia identification of 











burden in 
Australia...stigma 
remains the major 
barrier to receiving 
effective mental 
health care. Mental 
health stigma is not 





study was to 
assess the impact 
of delivering 
Mental Health 
First Aid (MHFA) 
training for 
pharmacy 





training program, 
first edition), of 12 
hour duration 
were conducted in 
September 2009. 
MHFA teaches 
participants skills 





year Bachelor of 
Pharmacy degree 
were invited to 
participate, 174 
applied to attend 
the training, 60 
students were 








mental disorder in 
vignette, beliefs 
about treatments 
for schizophrenia 
and depression, 
confidence with 
medication 











Reference 


Target of 
Intervention 


Disability 
Population 


Article Framing 


Study Design 
and Aim 


Intervention 
Duration and 
Intensity 


Population 


Setting 


Primary 
Outcomes 





restricted to 
members of the 
public and can 
extend to health 
care professionals, 
including 
pharmacists.” 


students on their 
mental health 
literacy and stigma 
towards mental 
illness. 


to recognize the 
early warning 
signs of mental 
illness and how to 
provide initial help 
to someone ina 
mental health 
crisis. 


randomly selected 
to attend the 
training. 212 
students were in 
the control group. 


counseling and 
dealing with drug 
related problems 








Papish, 2013” 





Medical 
students 








“The stigma of 
mental illness 
among medical 
students is a 
prevalent concern 
that has far 
reaching negative 
consequences.” 





Cluster- 
randomized trial 
design 


This study 
examined the 
impact of a one- 
time contact- 
based educational 
intervention on the 
stigma of mental 
illness among 
medical students 
and compared this 
with a multimodal 
undergraduate 
psychiatry course 
that integrates 
contact-based 
educational 
strategies. 





A randomized 
control trial was 
designed to 
assess the impact 
of two different 
educational 
interventions on 
medical student 
attitudes towards 
mental illness: a 
one-time contact 
based educational 
intervention anda 
4 week mandatory 
psychiatry course 
at the University 
of Calgary, in 
Calgary (U of C), 
Canada. The 
Psychiatry and 
Family Violence 
Course is part of 
the U of C Medical 
School's 3-year, 
year-round 
program where 
clinical 
presentations are 
the foundation of 
the curriculum [44] 
and the majority of 
students have an 
undergraduate or 
graduate 





Of the 179 
students eligible to 
participate in the 
study, 111 
completed a 
baseline survey 
(62% response 
rate). Of these, 
81% (n=90) 
completed the 
second survey, 
86.5% (n=96) 
completed the third 
survey and 52.1% 
(n=50) completed 
the 3 month 
followup survey. 
Although 96.1% 
(n=172) of the 
class responded to 
the third survey, 
only data from 
students who 
completed the 
baseline survey 
was used to 
assess the impact 
of the contact- 
based 
interventions. 





University of 
Calgary, 
Canada 





OMS-HC scores, 
attitudes towards 
mental illness vs. 
type 2 diabetes 
mellitus 























Reference Target of Disability Article Framing | Study Design Intervention Population Setting Primary 
Intervention Population and Aim Duration and Outcomes 
Intensity 
university degree 
prior to entering 
medical school. 
Students 
completed the 
course in their 
second year 
immediately prior 
to starting the 
clerkship 
component of 
their education. 
Patten, 2012 Pharmacy People with | “A sparsely studied | RCT One-time, 74 third and University, | The Opening 
students mental yet significant area contact-based fourth year Canada Minds Survey for 
illness of concern is To examine the intervention pharmacy Health Care 
stigma and impact of a varied in length students from Providers (OMS- 
discrimination contact-based by participating three Universities HC), was the 
against people with | intervention on university (60- had data for all instrument used to 
mental illness by —_| stigma toward 120 minute three time points assess attitudes of 
health care persons with discussion (56.5%) of pharmacy 
providers. Attitudes | schizophrenia or | featuring 2-3 randomized students toward 
held by health care | bipolar disorder. consumer population. people with mental 
providers can have speakers) illness 
a negative impact compared with a 
on patient wait list control. 
quality of life.” 
Symons, 2014'” | Medical “People with The study design |The curriculum is | Participants inthe | Medical Medical students’ 
students disabilities have is acontrolled no- | described in detail | intervention group | students in | self-reported 
reported physician | randomized before} in a previous consisted of two public attitudes and 
attitudes as a and after trial publication. In medical students | medical comfort level 
barrier to receiving brief, the enrolled in a public | schools in —_| toward people with 
health care They developed _ | curriculum is medical school (the| NY disabilities 
services. There is |and implemented | integrated into State University of 
evidence that when| a longitudinal existing course New York at 
health care curriculum to curricula in all 4 Buffalo, NY). They 
providers are improve medical | years of medical | were specifically 
placedina students’ student education. | the first cohort of 
situation where knowledge, students to 











they need to care 
for people with 
disabilities they 





attitudes, and 
skills pertaining to 
patient-centered 








participate in the 
entire core 
curriculum. The 























Reference Target of Disability Article Framing | Study Design Intervention Population Setting Primary 
Intervention Population and Aim Duration and Outcomes 
Intensity 
may develop care of persons entire class 











negative attitudes 
about working with 
this population 
because they lack 
training.” 





with disabilities. 
This paper 
examines the 
effect of this 
curriculum on 
medical students’ 
self-reported 
attitudes and 
comfort level in 
caring for people 
with disabilities. 








participated in all 
elements of the 
curriculum. 
Participants in the 
control group 
consisted of 
medical students at 
a comparable 
public medical 
school in the same 
region (the State 
University of New 
York at Syracuse, 
NY). 














Appendix Table D2. Risk of bias for cultural competence interventions targeting persons with disabilities 





Study 
Country 
Funding 


Type of Study 


Overall 
Risk of Bias 
Assessment 


Rationale 





Interventions Aimed a 


t Changing Health Professionals’ Attitudes 


















































Bannatyne, 2015' Randomized Trial Moderate Blinding likely not possible, self-reported outcomes, Inadequate sample size (<25 per arm) 

Australia 

Funding not reported 

Clement, 2012 Randomized Trial High Blinding likely not possible, self-reported outcomes, differential duration of intervention arms, more a 

United Kingdom test of intervention modality than cultural components of intervention 

Government 

Primary researchers 

have investment in 

DVD tested by this trial 

Cutler, 2012° Randomized Trial High Blinding likely not possible, self-reported outcomes, no attention control (wait-list control only), not 

United States randomized to direct interaction or no direct interaction but an analysis was done based on this 

Professional difference 

Association Funding 

Domenech, 20117 Cluster-randomized Moderate Blinding likely not possible, self-reported outcomes. 

Spain trial Caveat — the biopsychosocial model may not be considered by all people to be a reasonable proxy 

Funding not reported for cultural competence, but we chose to include it because it was tailored to low back pain disability 
groups and was framed as addressing a disparity. 

Friedrich, 2013° Randomized Trial or | High Unclear randomization and allocation concealment blinding likely not possible, self-reported 

United Kingdom Cluster-randomized outcomes, no attention control, controls not available for all participating colleges 

Government trial 

Goddard, 1998° Pre-Post, historical High No randomization, blinding likely not possible, self-reported outcomes 

United States control 

Funding not reported 

Kassam, 2011’ Clustered trial High Not true randomization, allocated concealment adequately described, blinding likely not possible, 

United Kingdom self-reported outcomes, lack of attention control 

Industry, Government 

Kirby, 201 1" Randomized Trial High Allocation concealment not adequately described, blinding likely not possible, self-reported outcomes, 

Canada no attention control, small Ns (12 per arm) 

No External Funding 

Melville, 2006" Controlled Trial High No randomization, blinding likely not possible, self-reported outcomes 

Scotland 

Government 

Michaels, 2012" Randomized Trial Moderate Blinding likely not possible, self-reported outcomes but with a measure intended to detect social 

United States desirability 

US Government 

Munro, 2007” Randomized Trial High Allocation concealment and blinding not possible, 37% attrition, no attention control, self-reported 

Scotland outcomes 

Government 

Nguyen, 20128 Controlled Trial High No randomization, no blinding, self-reported outcomes 
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Study Type of Study Overall Rationale 

Country Risk of Bias 

Funding Assessment 

Australia 

University Funded 

O'Reilly, 2011 ba Randomized Trial High Process for randomization and allocation concealment not adequately described, blinding likely not 
Australia possible, no attention control, some self-reported outcomes 

University funded 

Papish, 201 3” Cluster-Randomized | High Potential for contamination as those who received intervention early interacted with controls post- 
Canada trial intervention (in the same course), significant differences in control and intervention clusters at 
Government baseline, only 52% of participants completed 3 month followup assessments 

Patten, 2012 Randomized Trial High Process for randomization and allocation concealment not adequately described, blinding likely not 
Canada possible, no attention control, self-reported outcomes, high attrition 

Government 

Symons, 201477 Controlled Trial High No randomization, unclear if controls similar enough at baseline, no blinding, self-reported outcomes 


United States 
Government 





Interventions Prompting Interaction Between Patients and Physicians 









































Lennox, 2007 Clustered- Moderate Unblinded, no attention control 
Australia randomized trial at 
Government the general 
practitioner level 
Meurs, 20107 Randomized trial Moderate Inadequate sample size (<30 per arm) 
Netherlands 
Funding not reported 
Peterson, 2012” Randomized trial High Blinding not possible, process for randomization not adequately described — may be more systematic 
United States than random, 56% of women randomized to intervention had posttest data available 
Government 
Turk, 20107” Cluster-randomized High Blinding not possible, only 54% of adults with learning disabilities completed the research interview at 
United Kingdom trial at practice level baseline and 32% of adults with learning disabilities dropped out before followup 
Government 
Wolraich, 2005*" Longitudinal High No randomization, low treatment uptake (only 34% of students randomized to the intervention arm 
United States had a parent receive the intervention, and only 19% had a PCP receive the intervention) 
Funding not reported 
Interventions Improving Access to Care 
Bombardier, 2013 RCT Moderate No attention control 
United States 
Government 
Finlayson, 2011 Randomized Trial High No attention control 
United States 
Government 
Knaevelsrud, 2007“ Randomized Trial High Randomization, allocation concealment and blinding not adequately described, self-reported 
Germany outcomes, describe having a wait list control group but data not analyzed against control 
NGO 

















Study Type of Study Overall Rationale 

Country Risk of Bias 

Funding Assessment 

Shigaki, 2013” Randomized Trial High Unclear randomization and allocation concealment, no blinding, 22% attrition in intervention arm, no 


United States 
Government 











attention control, self-reported outcomes 








Appendix Table D3. Description and characteristics of included studies—LGBT 











Bowen et al., Blas et al., 20107” Peck et al., 2005 McKirnan et al., 2010” | Marrazzo et al., 20117 
2006” Shoptaw et al., 20057 
Sequence The sequence Per study protocol, a computer | An urn randomization The sequence "...randomization included 
generation generation process randomly assigns the procedure was used that generation process was | a simple randomization 
was not described. participant to one of the two provided multivariate not described. scheme generated by a 
arms of the intervention. The balance across conditions statistician." (p.400) 
randomization will be based on level of drug use 
automatically done by an (heavy versus light) and 
algorithm that evaluates each ethnicity (Caucasian, 
case and uses a random Hispanic, African 
number generator to make an American, other). 
independent assignment. 
Allocation Allocation Web-based allocation allowed Allocation concealment The research assistant | "After enrollment, the study 


concealment 


concealment was 
not described. 


for concealment. 


was not described. 


called a central research 
office to receive randomly 
assigned participant 
number. The assigned 
identification number 
coded the participant as 
intervention or 
comparison. 


coordinator obtained the 
randomization assignment 
from a sealed envelope 
that was generated in a 
sequence reflecting this 
scheme." (p.400) 





Blinding of 


No evidence of 


Investigators were blinded to 


No evidence of blinding 


No evidence of blinding 


No evidence of blinding 





participants, blinding condition assignments. 

personnel and 

outcome 

assessors 

Incomplete It is not clear The authors describe using an The authors describe using | The authors described The authors describe using 


outcome data 


whether or not intent 
to treat (ITT) 
analysis was 
conducted. 


ITT analysis. 


an ITT analysis. 


first using an ITT 
analysis (80% 
completion) followed by 
multiple imputation. It 
appears the analysis 
was conducted on only 
those who completed 
followup (Figure 1). 


an ITT analysis. 








Selective 
outcome 
reporting 





Unable to determine 
selective outcome 
reporting. 





No evidence of selective 
outcome reporting 





Missing values on outcome 
variables were not imputed 
for univariate or 
multivariate analyses. 
Missing data were handled 
using casewise deletion. 
No evidence of selective 
outcome reporting. 





No evidence of 
selective outcome 
reporting 





No evidence of selective 
outcome reporting 








Appendix Table D4. Risk of bias for cultural competence interventions targeting gender and sexual minorities 














Study Type of Study Overall Rationale 

Country Risk of Bias 

Funding Assessment 

Interventions Aimed at Prompting LGBT Patients to Interact With the Formal Healthcare System for Screening or Testing 

Blas, 20107” Randomized trial High Lack of equivalent control 

Peru 

Government/NGO 

Bowen, 2006” Randomized trial High Unclear randomization process and allocation concealment, unblinded, no attention 


United States 
Government 


control 





Clinic-based Mental Health and Substance Use Interventions Tailored to an LGBT Population 





Peck, 2005” 
United States 
Government 


Shoptaw, 2004°? 
United States 
Government 


Randomized trial 


High 


Unclear blinding of participants or assessors. Unclear attrition reporting and missing 
data analysis for sexual risk behavior outcomes. 





Interventions Aimed at Behavioral Risk Reduction That Involve Formal Healthcare Providers 


























Bachmann, 2013 Longitudinal High Nonrandomized longitudinal design, possible bias due to attrition 

United States 

Government 

Patel, 2012 Prospective cohort, High Nonrandomized pre-post design 

United States pre-post 

Government 

McKirnan, 20107 Randomized trial High Unclear randomization process and allocation concealment, unblinded, no attention 
United States control 

Government 

Marrazzo, 2011" Randomized trial High Unclear blinding of participants or assessors, lack of clarity in describing intervention 
United States components 

Government 

Interventions Testing Medical Training Curricula 

Kelly, 2008 Pre-post High Nonrandomized pre-post survey design 

United States 

Government 

McGarry, 2002 Pre-post High Nonrandomized pre-post survey design 

United States 

Funding not reported 

Beagan, 2003°” Prospective cohort, High Nonrandomized pre-post survey design 


Canada 
Government 


historical control 











Psychosocial Interventions 
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Study Type of Study Overall Rationale 

Country Risk of Bias 

Funding Assessment 

Fobair, 2002" Pre-post High Nonrandomized pre-post design, insufficient sample size 


Unites States 
Government 

















Appendix Table D5. Risk of bias for cultural competence interventions targeting racial/ethnic minorities 




































































Study Type of Study Overall Rationale 
Funding Risk of Bias 
Assessment 
Interventions to improve provider/patient interactions 
Alegria, 2014 Randomized trial High Unblinded, no attention control 
Government 
Cooper, 2013” Cluster randomized trial with | High Unblinded, possible confounding (cultural competence one component of 
Government, Foundation patient-level ITT analyses multicomponent intervention) 
Penner, 2013” Randomized trial (at High Unclear randomization process and allocation concealment, unblinded, 
Government physician level) inadequate sample size (n=14 physicians) 
Aragones, 201 07" Randomized trial (at High Unblinded, no attention control 
Government physician level) 
Michalopoulou, 2010” Controlled trial High Nonrandomized design, noattention control, possible reporting bias 
Government 
Alegria, 2008" Controlled trial High Nonrandomized design, no attention control 
Government 
Culturally tailored interventions 
Breitkopf, 2014 Randomized trial Moderate Possible bias due to attrition 
Government 
Kim, 2014” Randomized trial High Unblinded, lack of time equivalent control, possible bias due to attrition 
Government 
Smith, 2014” Randomized trial Moderate Unblinded, possible bias due to attrition, possible bias due to contamination 
(information shared among participants) 
Calsyn, 201 a Pilot vs. subgroup of High Nonrandomized design, possible bias due to attrition, possible reporting bias 
Government randomized trial 
Le, 20137” Cohort study High Nonrandomized design, limited description of intervention (perhaps 
NR constrained by wordcount) 
Lee, 2013” Randomized trial High Unclear randomization process and allocation concealment, unblinded 
Government 
Burrow-Sanchez, 2012” Randomized trial High Unclear randomization process and allocation concealment, unblinded, 
Government inadequate sample size 
Ell, 2011° Randomized trial High Unblinded, no attention control, possible bias due to attrition 
Government 
Pan, 2011" Randomized trial High Unclear randomization process and allocation concealment, unblinded, 
Government inadequate sample size, possible reporting bias 
D’Eramo Melkus, 20107 Randomized trial High Unclear randomization process, allocation concealment, unclear blinding, 
Government possible bias due to attrition, possible confounding (cultural competence one 
component of multicomponent intervention) 
Marsiglia, 2010°° Randomized trial High Unblinded, no attention control 
Government 
Kohn, 2002™ Cohort study High Nonrandomized design, inadequate sample size 





Funding not reported 














Appendix Table D6. Map of studies included in Truong 2014 review of systematic reviews, with focus on provider training—racial/ethnic 





























populations 
Study Aims Provider /Number of /Map to Our Review: Inside or Outside | Results for Provider Training 
Training {Included Our Scope; Inclusion of Provider 
in Scope _|Studies Training 

Anderson, 2003” |To review interventions to improve | Yes and 6 Outside: translation, health education 1 RCT (Wade, 1991) in Horvat 
cultural competence in healthcare |broader material 
systems (provider training, Training — 1 study 
translation, tailored media, 
recruitment of diverse staff, and 
culturally specific settings) 

Beach, 2005°° To synthesize the findings of Yes 34 Training: 34 studies There is good evidence that cultural 
studies evaluating educational competence training improves staff 
interventions to improve the knowledge, attitudes, and skill, and that 
cultural competence of health the provision of training to staff improves 
professionals patient satisfaction. Evidence to show 

improvements in patient adherence was 
poor and no studies reported patient 
health outcomes. 

Bhui, 2007°” A systematic review that included |Yes and 9 Training: 3 with quantitative outcomes, |2 pre-post studies with positive results 
evaluated models of cultural broader 1/3 reporting prevalence of services for provider behavior and satisfaction, 
competence training or service Inside: service delivery — 1 study, case |no patient outcomes 
delivery series only 

Chipps, 20088 To review studies evaluated Yes 5 Training: 5 studies 3/5 studies overlap with Horvat (Wade, 
cultural competence training in Thom, Majumdar) 
community-based rehabilitation 2/5 studies overlap with Beach (Wade, 
settings Smith) 

Downing, 2011°" |To review approaches to Yes, but |9 Outside: training within Australia N/A 
indigenous cultural training for outside our 
health workers in Australia scope 

Fisher, 2007™ To review interventions (that Yes and 38 (35 34/35 lacked comparison to test CC 1 study (Briscoe, 1999), pre-post: 10- 
modified patient behavior, access, | broader unique Training: 1 study 30% of participants implemented cultural 
or the health care system) using studies) strategies at 6 month followup 
cultural leverage to narrow racial 
disparities in health care 

Forsetlund, To review interventions to improve | Yes and 19 Training: 8 studies, 5/8 not on CC 3 CC training studies, all in Horvat 

2010" health care services for ethnic broader RCTs Outside: translation, matching, or not (Wade, Thom, Harmsen) 





minorities 











CC (reminders, care organization) 
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Study Aims Provider /Number of /|Map to Our Review: Inside or Outside | Results for Provider Training 
Training {Included Our Scope; Inclusion of Provider 
in Scope _|Studies Training 
Harun, 2013 To review interventions to improve |No 7 In scope/no comparison: patient N/A 
3 aspects of participation in cancer navigation (3 studies) 
care among CALD groups: Outside: culturally tailored video, 
involvement in decisionmaking, individualized decision support software 
communication with health 
providers and treatment 
adherence 
Attridge, 2014" To assess the effectiveness of No 33 In scope N/A 
(updated — culturally appropriate health 32/33 lacked comparison to test CC 
Truong included | education for people in ethnic 1/33 included: D’Eramo Melkus 
earlier version) minority groups with type 2 
diabetes mellitus 
Henderson, To review the literature on the Yesand |24 Training:4 studies, 1/4 outside scope 1/4 studies in Horvat (Majumdar), 1 
20117 effectiveness of culturally broader (translation) pre/post study (Chevannes et al. 2002) 
appropriate interventions to Outside: translation, culturally tailored and 1 longitudinal study (Schim et al. 
manage or prevent chronic media, establishment of point-of-care 2006) reported improved provider 
disease in CALD communities testing knowledge/attitudes 
In scope: culturally tailored interventions 
(CHW, 16 studies) 
16/16 no comparison 
Kehoe, 2003 To review culturally relevant No 14 In scope/no comparison: culturally N/A 
good early healthcare interventions, and their tailored interventions (12 studies) 
discussion of effect on health outcomes Outside: media only 
intensity/duration 
Kokko, 2011 To describe the learning Yes, but |7 Training N/A 
experiences of nursing students outside our 
studying abroad scope 
Lie, 2011°” To review the effects of cultural Yes 7 Training: 7 studies 4/7 overlap with Horvat (Wade, 
competency training on patient- Majumdar, Thom, Sequist) 
centered outcomes 2 pre/post studies reported improved 
evaluations of care (patient family 
satisfaction, perceived environmental 
changes favoring their interests and 
‘ethnic affinity’ toward staff), 1 pre/post 
study reported improvement in provider 
perception of communication 
Lu, 2012 To synthesize knowledge about Yes, but |37 Cancer screening interventions, N/A 
the effectiveness of cancer outside our sometimes culturally tailored, lack of 
screening interventions targeting |scope design to test CC 
Asian women 
McQuilkin, 2012®° |To evaluate the effectiveness of Yes, but {37 (16 Training N/A 
educational strategies for cultural [outside our |interventions) 
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Study Aims Provider /Number of /Map to Our Review: Inside or Outside | Results for Provider Training 
Training {Included Our Scope; Inclusion of Provider 
in Scope _|Studies Training 
competence of undergraduate scope 
baccalaureate nursing students 
Pearson, 2007” |To evaluate evidence on the Yes 19 Training: 2 quantitative studies (outside |N/A 
structures and processes that scope, matching), 4 qualitative, 13 
support development of effective textual 
culturally competent practices and 
a healthy work environment 
Smith, 2006” To examine the effectiveness of Yes 37 on Training: 37 studies, lack of detail on N/A 
multicultural education in mental interventions |individual studies and outcomes 
health care professions 
Sumlin, 2012” To synthesize research that tested | No 15 In scope/no comparison (15 studies) N/A 
culturally competent food-related Culturally tailored interventions or 
interventions designed for African targeted not tailored 
American women with type 2 
diabetes 
Whittemore, To synthesize the research on No 11 In scope, culturally tailored N/A 
2007” culturally competent interventions interventions10/11 no comparison,1/11 





for Hispanic adults with type 2 
diabetes 











not on CC 








CALD=culturally and linguistically diverse; CC=cultural competence; N/A=not applicable 
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Appendix Table D7. Quality of previous systematic reviews—racial/ethnic populations 
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Appendix Table D8. Outcomes reported by studies of cultural competence interventions for racial/ethnic minority populations 
























































Study Clinical Outcomes __|Patient Perceptions Patient Satisfaction Utilization/Adherence Provider Adverse 
Attitudes or Events 
Perceptions 
Patient/provider 
interaction 
Alegria, 2014 NR Yes, patient assessment of |NR Yes, engagement, retention |NR NR 
patient activation and self- 
management 
Cooper, 2013 Yes, depression Yes, rating of clinicians’ Yes, rating care manager | Yes, treatment rates NR NR 
symptom reduction __|participatory decisionmaking |as helpful in identifying 
concerns, identifying 
barriers, providing 
support, and improving 
treatment adherence 
Penner, 2013” NR Yes, sense of being onthe |NR Yes, adherence to physicians’ | Yes, sense of NR 
same team, perception of recommendations being on the 
patient-centeredness, trust of same team 
physician and trust of 
physicians in general. 
Aragones, 2010" NR NR NR Yes, completed CRC NR NR 
screening, physician 
recommendation for CRC 
screening, and patient 
adherence to physician 
recommended CRC screening 
Michalopoulou, NR Yes, perceived Cultural Yes NR NR NR 
201% Competency Measure, fair 
procedures, participation 
Alegria, 2008 NR Yes, self-reported patient NR Yes NR NR 
activation and empowerment 
Culturally tailored 
interventions 
Breitkopf, 2014" NR NR NR Yes, adherence, delay in care, |NR NR 
completeness of care 
Kim, 2014" Yes NR NR Yes, number of sessions NR NR 
completed 
Smith, 2014” Yes NR NR Yes NR Yes* 
Calsyn, 2013" Yes NR NR Yes NR NR 
Le, 2013” Yes NR NR Yes NR NR 
Lee, 2013” Yes NR NR NR NR NR 
Burrow-Sanchez, Yes NR Yes Yes NR NR 
2012” 
Ell, 2011" Yes NR NR Yes NR NR 
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Study Clinical Outcomes _|Patient Perceptions Patient Satisfaction Utilization/Adherence Provider Adverse 
Attitudes or Events 
Perceptions 

Pan, 2011°' Yes Yes, participant — therapeutic |NR NR Yes, therapist- |NR 

working alliance therapeutic 

working alliance 

D’Eramo Melkus, Yes Yes, perceived provider NR NR NR NR 

2010 support for diet and exercise 

Marsiglia, 2010 NR NR NR Yes NR NR 

Kohn, 2002™ Yes NR NR NR NR NR 























NR=not reported 


* Of the six participants who discontinued varenicline early, all six continued in the study; three discontinued varenicline because they returned to smoking; among the three other 
participants who stopped taking varenicline, one cited stomach pain, one reported changes in moods, and one reported nausea. 
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Appendix E. LGBT—Summary of Published Recommendations 


Table E1. LGBT—summary of published recommendations 





General Recommendations 


Specific Recommendations 








The Joint Commission, 
2014 





e Integrate unique LGBT patient needs into new policies or 
modify existing policies. 

e Creating a welcoming environment that is inclusive of 
LGBT patients. 

e Avoid assumptions about sexual orientation and gender 
identity. 

e Facilitate disclosure of sexual orientation and gender 
identity but be aware that this disclosure or “coming out” 
is an individual process. 

e Provide information and guidance for the specific health 
concerns facing lesbian and bisexual women, gay and 
bisexual men, and transgender people. 

e Ensure equitable treatment and inclusion for LGBT 
employees. 

e Demonstrate commitment to LGBT equity and inclusion in 
recruitment and hiring. 

e Educate staff on LGBT employee concerns. 

e Identify opportunities to collect LGBT-relevant data and 
information during the health care encounter. 

e Collect feedback from LGBT patients and families and the 
surrounding LGBT communities. 

e Ensure that communications and community outreach 
activities reflect a commitment to the LGBT community. 





Develop or adopt a nondiscrimination policy. 

Develop or adopt a policy ensuring equal visitation. 

Develop or adopt a policy identifying the patients’ right to identify a 
support person of their choice. 

Integrate and incorporate a broad definition of family into new and 
existing policies. 

Demonstrate ongoing leadership commitment to inclusivity for LGBT 
patients. 

Develop clear mechanisms for reporting discrimination or 
disrespectful treatment. 

Develop disciplinary processes. 

Identify an individual directly accountable to leadership for 
overseeing organizational efforts. 

Appoint high level advisory group to assess climate for LGBT 
patients. 

Identify and support staff or physician champions who have special 
experience with LGBT issues. 

Prominently post the hospitals’ nondiscrimination policy. 

Waiting rooms and other common areas should reflect and be 
inclusive of LGBT patients and families. 

Create or designate unisex or single stall restrooms. 

Ensure visitation policies are implemented in a fair and 
nondiscriminatory manner. 

Foster an environment that supports and nurtures all patients and 
families. 

Be aware of misconceptions, bias stereotypes, and other 
communications barriers. 

Recognize self-identification and behaviors that do not always align. 
Honor and respect the individual’s decision and pacing in providing 
information. 

All forms should contain gender-neutral language. 

Become familiar with online and local resources for LGBT. 

Add LGBT inclusive language to job notices. 

Develop a plan to address the unique needs of transgender 
employees. 

Add information about sexual orientation and gender identity to 
patient surveys. 











General Recommendations 


Specific Recommendations 





Hanssmann, 2008 


General need for more training. 
Organizational or agency-wide change and support. 


e Integrate patient satisfaction measures into practice. 











Heck, 2006 e More information in residency programs and CME for 
PCPs. 
e Encourage government and industry to offer health 
coverage for individuals involved in domestic 
partnerships. 
Tillery, 2010 e Health professional students and health professionals to |e Develop and implement goals and plans to ensure that LGBT people 
need training about sexual orientation, gender identity and people living with HIV are treated fairly. 
and expression, and HIV status. e Establish nondiscrimination, fair visitation and other policies that 
e Require all health care facilities and education programs prohibit bias and discrimination based on sexual orientation, gender 
that receive government funding to develop and identity and expression, and HIV status. 
implement goals, policies, and plans to ensure that LGBT |e Report discriminatory practices, sharing stories, and contacting 
people and people living with HIV are treated fairly and Lambda Legal and other advocacy organizations and/or attorneys. 
provide ongoing cultural competency training. 
e Prohibit discriminatory practices by insurance providers 
that deny or limit coverage for needed care by LGBT 
people. 
Reed 2010 Clinicians knowledgeable and skilled in the followup of e More than 25% of our respondents indicated that they had not 


abnormal anal cytology results, including high resolution 
anoscopy and biopsy. 


disclosed that they have sex with men to their health care providers. 
This finding indicates a greater need for health care providers to create 
environments that facilitate disclosure of their sexual behaviors to allow 
providers to identify men most likely to benefit from anal cancer 
prevention services. 





Mimiaga et al., 2007 


Training around the special needs and vulnerabilities of 
MSM. 

Clinical presentation of STDs among MSM, and to project 
a nonjudgmental manner when performing STD 
screening, providers also need to be trained to 
understand that STD and HIV risk-taking behavior among 
MSM is often occurring in the context of intertwined 
syndemics. 


e Clinicians must demonstrate their comfort in addressing health issues 
tied to sexuality to draw people into testing and treatment. 

e Medical histories and examinations can be conducted in ways that do 
not presume heterosexuality but are inclusive of various sexual 
identities, family/relationship arrangements, and sexual behaviors. 

e Be especially attuned to patients who may be reticent to fully .disclose 
issues around sexuality, health risks, and exposures 








Grant et al., 2010 





Medical establishment must fully integrate transgender- 
sensitive care into its professional standards, and this 
must be part of a broader commitment to cultural 
competency around race, class, and age. 
Anti-transgender bias in the medical profession and U.S. 
health care system has catastrophic consequences for 
transgender and gender nonconforming people. 

Public and private insurance systems must cover 
transgender-related care; it is urgently needed and is 
essential to basic health care for transgender people. 





e Doctors and other health care providers who harass, assault, or 
discriminate against transgender and gender nonconforming patients 
should be disciplined and held accountable according to the 
standards of their professions. 











General Recommendations 


Specific Recommendations 





Gay & Lesbian Medical 
Association, 2006 


e Training for all staff is critical to creating and maintaining 
practice environments deemed safe for LGBT patients. 
Training should be periodic to address staff changes and 
keep all staff up-to-date. 


e Filling out the intake form gives patients one of their first and most 
important impressions of your office. The experience sets the tone for 
how comfortable a patient feels being open about their sexual 
orientation or gender identity/expression. 

e LGBT patients often ‘scan’ an office for clues to help them determine 
what information they feel comfortable sharing with their health care 
provider. 

e When talking with transgender people, ask questions necessary to 
assess the issue, but avoid unrelated probing. Explaining why you 
need information can help avoid the perception of intrusion. 

e Discuss safer sex techniques and be prepared to answer questions 
about STDs and HIV transmission risk for various sexualities relevant 
to LGBT people. 

e When talking about sexual or relationship partners, use gender- 
neutral language such as ‘partner(s)’ or ‘significant other(s).’ Ask 
open-ended questions, and avoid making assumptions about the 
gender of a patient’s partner(s) or about sexual behavior(s). 

e Listen to your patients and how they describe their own sexual 
orientation, partner(s) and relationship(s), and reflect their choice of 
language. 

e Universal gender-inclusive ‘Restroom’. 





Dodge et al., 2012 


e Maintain privacy. 

e Normalize bisexuality on a structural level, so that other 
individuals’ potentially negative feelings about bisexual 
men do not interfere with decisions about health services. 

e Improved education and access for bisexual men are a 
critical for increasing Knowledge and improving uptake of 
services for rectal STI. 


e The fear of inadvertent disclosure appeared throughout the narratives 
and across participants. Our data establish that the influence of others’ 
perceptions of their sexuality have an impact on their likelinood of 
engaging in health services. 

e Use broad terms like men’s health, or list all three sexual orientation 
categories (bisexual, heterosexual, and homosexual) on health service 
materials, since this diminishes concerns related to other’s perceptions 
of their sexuality. 

e Providing information that is pertinent to men of all behavioral 
repertoires would allow men the option to read about issues facing men 
of all sexual orientations without fear of inadvertent disclosure. 

e Set up systems that facilitate an individual being seen by the same 
provider over time, versus one of many providers at a clinic. 








Kaestle et al., 2011 





e Sexual minorities may have particular difficulty 
communicating with their physicians, and physicians may 
be uncomfortable interacting with sexual minority patients. 

e To facilitate a more accurate perception of risk among 
sexual minorities, health practitioners can work to promote 
the development and implementation of more effective 
curricula and to break down some of the stigma. and 
barriers in communication about sensitive sexual 
behaviors in public health services and physician offices 


e Health care providers should not make assumptions about sexual risk 
behaviors on the basis of a patient’s self-reported sexual identity; 
rather, they should take a careful sexual history of sexual minority 
patients and provide safer-sex information to all patients. 














General Recommendations 


Specific Recommendations 





Politi et al., 2009 


e Women who partner with women reported a strong preference for 
female providers because of perceived difficulties communicating 
about sexuality with male physicians. Male providers should be aware 
of both patients’ and their own potential discomfort and should remain 
sensitive to discussions about sexual health. 

e [Prior] to obtaining a sexual history, primary care providers should 
explain the reason for asking questions about sexual health. 

e If written information is deemed necessary prior to a verbal history, 
questions should be phrased in ways that allow inclusion of all women 
regardless of partner gender or partner status. 





Bradford et al., 2012 


e Providers may not be comfortable asking these questions, or lack 
knowledge on how to elicit information.... this should not prevent 
providers from asking such questions and trying to gather such data. 

e Providers should ask permission to include information about a 
patient’s sexual orientation and gender identity in the medical record, 
remind the patient of its importance to quality health care, and assure 
him or her that the information will be kept confidential. 

e When seeing a patient for the first time, providers should also ask 
questions about sexual orientation, behavior, and gender identity 
during the patient's visit. 

e Questions both on registration forms and during patient exams will 
alert providers to screen patients for conditions disproportionately 
affecting LGBT people, and to provide preventative health education 
appropriate to LGBT people. 

e Respondents are 1.5 to 1.6 times more likely to report same-sex 
behavior and attraction on an audio computer assisted self- 
interviewing survey than in response to questions asked by an 
interviewer. 





Reisner et al., 2010 


e Safer sex education materials are needed that are tailored to meet the 
needs of TMSM, including differentiating by partner genders (i.e., male, 
female, transmen, transwomen), type (i-e., casual, anonymous, 
monogamous, etc.), and sexual behaviors (i.e., frontal/vaginal or anal 
sex; oral sex; body contact with the exchange of body fluids; sex toys, 
etc.). Also needed is information about sexual health more broadly, 
including information about pregnancy and how to navigate pregnancy- 
related health care services as a transman. 

Integrating sexual health information ‘by and for’ transmen into other 
healthcare services, involving peer support, addressing mood triggers 
such as depression and anxiety, Internet-delivered information and 
services for transmen and their sexual partners, making safer sex 
materials ‘hot’ (i.e., erotic) and pleasure-focused. 








Polek, et al., 2010 





e Healthcare providers can help reduce barriers that women may 
encounter by assessing their offices for approachability, attitudes, 
accountability, and awareness. 














General Recommendations 


Specific Recommendations 





Heck, et al., 2006 


e Outreach programs aimed toward the lesbian community to improve 
this population’s regular use of health services. 





National LGBT Health 
Education Center, 2013 


e Health care organizations should have a system that allows patients to 
input their preferred name, gender, and pronouns into registration 
forms and other relevant documents. 

e Avoid asking unnecessary questions: People are naturally curious 
about transgender people, which sometimes leads them to want to ask 
questions. However, like everyone else, transgender people want to 
keep their medical and personal lives private. 

e Have procedures in place that hold staff accountable for making 
negative or discriminatory comments or actions against transgender 
people. 

e Have single-occupancy bathrooms that are not designated as male or 
female. 

e Avoid gender terms. 





Martinez et al., 2005 


e Extend the health guidance (or anticipatory guidance) time that 
clinicians spend with young women engaging in sexual activity. 

e Have providers who can develop trusting relationships with them to 
have them openly disclose their sexual activities. 








Marrazzo et al., 2005 








e Because participants generally believed the risk of STD transmission 
between women to be low, interventions need to include an 
educational component explaining the evidence that exists to support 
such a possibility. If this is not adequately conveyed, women may have 
little motivation to practice protective behaviors.... interventions need to 
target a range of common sexual practices, including digital-vaginal 
penetration and use of vaginally insertive sex toys. 

e Emphasize cleanliness, particularly as part of ‘natural health,’ and if 
they frame the preventative practice in terms of sexual enjoyment and 
healthy sexuality, rather than in terms of disease and emphasize 
respect for one’s body and one’s sexual choices. 
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